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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presenta- 
tion of the current progress, trends, and attitudes in all branches of surgery, 
Compiled from every dependable source, this plan covers all state, national, and 
special journals as well as the bulletins, reports, etc., of the clinics and hospitals, 
Presented briefly but without sacrificing any essential detail, these highly 
significant data are further enhanced by comments of the members of the Edi. 
torial Board, based upon and summarizing their own clinical experiences as 
well as those of other recognized authorities. All data are classified and pub- 
lished under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy a ee 40. Vascular Surgery 

3. Surgical Technic - Esopaagus 41. Arteries 
4. Surgical Infections 23. Breast 42. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spinal Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode- 48. Tendons 
11. Sympathetic Nervous num . 49, Amputations 
System 30. Smal! Intestines 50. Traumatic Surgery 
12. Head and Neck oI. Appendix 51. Burns 
32. Colon and Rectum 52. Shock 
13. Oral Surgery 33. Intestinal Obstruction 58. Transfusions 
(4. Plastic Surgery 34. Anus 54. Wounds 
(5. Thyroid and Parathyroid 35. Liver and Biliary 55 Mili 5 
\6. Thoracic Surgery Tract . aary urgery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles 
of current interest and will prove most helpful in making readily available the 
references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there will be pub- 
lished references to current articles not abstracted. 

The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1. Anesthesia and Analgesia 


CONTINUOUS SPINAL ANESTHESIA: OBSERVATIONS ON 
1,200 PATIENTS 


R. C. Martin, H. Livincstone and V. WELLMAN 


Chicago, Ill. 
Arch. Surg., 50:130-36, March 1945 


LINICAL experiences in administration of continuous spinal anes- 
9 thesia on 1,200 patients upon whom operation was performed 
with complete study and adequate postoperative observations 
on the first 563 patients, are reported. Procaine hydrochloride was 
used because its relative toxicity is less than that of metycaine hydro- 
chloride, tetracaine hydrochloride or nupercaine hydrochloride. ‘This 
anesthesia agent was used both as a 10 per cent solution and as crystals; 
the procaine was dissolved in the patient’s spinal fluid, making a 5 
per cent solution. Occasionally additional doses consisted of procaine 
hydrochloride dissolved in sterile isotonic solution of sodium chloride 
or distilled water to make a 5 per cent solution. The technic used 
is described in detail. The total dosage is listed in Table 1. 


349 








QUARTERLY REVIEW 


OF SURGERY) 


TABLE 1.—Total Dose of Procaine Hydrochloride 


Minimum, Maximum, \verage 

Time Mg. Mg. Mg. 
bee Geen: § feet: ..k sss ia ue, 120 $50 154 
Less than 1% hours...... Am * 125 500 209 
Less than 2 hours.. ene ard 150 500 269 
Less than 3 hours..... 200 675 341 
Less than 4 hours... 200 700 125 
Less than 5 hours.... : 250 1.050 525 
Less than 8 hours ......... Fs my" 900 


‘There was a wide variation in individual requirements; one patient 
received 1,050 mg. of procaine hyrochloride in 5 wate while another 
required only 900 mg. for an operation that lasted 7 hours and 45 
minutes. When the operation was on the upper sales of the abdo- 
men, light supplementary anesthesia, induced with an anesthetic gas 
or with intravenous pentothal sodium, was sometimes considered de- 
sirable for the patient’s comfort. Although some of the -patients 
(about 17 per cent) were poor candidates for any type of anesthesia, 
local anesthesia, although less hazardous, would not have provided 
adequate relaxation. 

Preoperative complications included hypertension, arteriosclerosis, 
heart disease, anemia, jaundice, serious debility, marked obesity, 
diabetes mellitus, pulmonary tuberculosis and syphilis. The opera- 
tions of greatest frequency were those on the biliary tract, gastric re- 
section, exploratory laparotomy and intestinal resection. The dura- 
tion of the anesthesia was from 11% to 3 hours in 72 per cent of the 
patients; the longest operation, a total pancreatectomy, lasted for 
almost 8 hours. ‘he complications occurring during anesthesia con- 
sisted mostly of nausea and emesis (17 per cent of the patients), usually 
associated with a fall in blood pressure. ‘The average fall in blood 
pressure was |] mm. of mercury, occurring in 5 to 15 minutes after 
initial injection. ‘The blood pressure fell to shock levels in only 6 per 
cent of the patients, and then during vigorous exploration of the 
upper abdomen. Inhalation of oxygen and subcutaneous or intra- 
venous injection of ephedrine sulfate brought satisfactory results. For 
decreased blood pressure due to hemorrhage, blood or plasma was used, 
up to 4,000 cc. of whole blood being given during a single opel ration. 

Postoperative complications included nausea and emesis (in 7 per 
cent), distention (in 2.7 per cent) and impaired hepatic function (in 
2.2 per cent). Postoperative pulmonary complications occurred in 25 
patients (4.4 per cent); five had lobar pneumonia (0.9 per cent) and 
12 (2.1 per cent) had bronchopneumonia. Atelectasis occurred in : 
patients (1.4 per cent); urinary retention in 4 per cent and cystitis in 2 
per cent. Death occurred in 46 patients in the series (8 per cent), 33 
of whom had malignant disease. 

The authors conclude that excellent muscular relaxation and _ pro- 
longed operating time make this type of anesthesia increasingly 
popular. Also, during the first 12 to 24 hours after operation, the 
patients are usually in better condition than they are after inhalation 
anesthesia of second or third plane depth. ‘The patient is awake and 
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comfortable, requiring less nursing care, and the dangers of respira- 

tory obstruction or of aspiration of vomitus are practically removed. 

13 references. 3 tables. 

REFERENCES TO CURRENT ARTICLES 

The Utility of a Directional Needle in Spinal Anesthesia. Stanley J. Sarnoff 
and E. A. Rosenstine, Bellevue Hospital, New York, N. Y. New York State J. 
Med., 45:286-89, Feb. 1, 1945. (Reports laboratory and clinical studies of the 
effect of the use of a directional needle for spinal anesthesia. A directional 
needle is one with a regular beveled point but no opening at its end, the anes- 
thetic solution being injected through a single aperture near the closed end. 
With this type of needle the angle of introduction is not important in deter- 


mining the extent of the anesthesia; the directional needle proved to be useful 
for the more accurate control of spinal anesthesia.) 


Experiences with Anesthesia in Combat Areas. Irving R. Hayman (Capt., M.C., 
A.U.S.). War Med., 6:353-56, Dec. 1944. (In combat areas, only “non-trans- 
portable’’ casualties were treated in the operating tent, including cases of 
severe hemorrhage, shock, abdominal penetrations, sucking chest wounds, 
compound fractures of the extremities and severe head injuries. — Intra- 
venous pentothal sodium was the most frequently used anesthetic (81.3 per 
cent of cases), especially in wounds of extremities; ether was used in 8.8 per 
cent, including abdominal operations; local anesthesia in 4.1 per cent, includ- 
ing many head injuries; spinal anesthesia was employed in only 1.4 per cent. 
Oxygen was used with intravenous pentothal sodium in as many cases as pos- 
‘sible, according to the supply available.) 

Logical Methods for Anesthesia. John W. Pender (Lt., M.C., U.S.N.R.), Divi- 
sion of Anesthesia, Department of Surgery, National Naval Medical Center, 
Bethesda, Md. S. Clin. North America, 1460-71, Dec. 1944. (Discussion of 
logical methods for anesthesia in various types of surgery, including abdomi- 
nal and orthopedic surgery, neurosurgery, thoracic surgery, genito-urinary 
surgery, proctologic surgery, surgery about the face. Methods of facilitating 
the introduction of an intratracheal tube are described.) 

The Pharmacological Basis for Preoperative Medication. Robert D. Dripps. 
From the Department of Anesthesia, Hospital of the University of Pennsyl- 
vania, and the Harrison Department of Surgical Research, School of Medicine, 
University of Pennsylvania, Philadelphia, Pa, 5S. Clin. North America, 1377- 
88, Dec. 1944. (Discussion on choice of drug, time and route of administration 
and dosage of drugs commonly used prior to surgery with special attention 
to toxicity of local anesthetics, paralysis of certain parasympathetic nerve path- 
ways, the maintenance of circulation during spinal anesthesia, etc.) 

Refrigeration Anesthesia. C. M. Shaar (Capt., M.C., U.S.N.), D. T. Jones (Lt. 
Comdr., M.C., U.S.N.) and T. R. Lehan (Lt. Comdr., M.C., U.S.N.R.). S. 
Clin. North America, 1326-36, Dec. 1944. (Description of the local and gen- 
eral effects, technic and indications for refrigeration anesthesia, with a clinical 
analysis of 53 amputations of the lower extremity of surgically handicapped 
patients. 9 cases are described in detail to illustrate the value of refrigeration 
anesthesia in cases of desperately ill patients undergoing amputation.) 

A Limited Comparison of Continuous Spinal and General Ether Anesthesia. 
William Grant Cooper, Il, Wilma Zumwalt and Everett D. Sugarbaker, Sur- 
gical Department of the Ellis Fischel Cancer Hospital, Columbia, Mo. Sur- 
gery, 16:886-95, Dec. 1944. (Results in 100 consecutive patients receiving 
general ether anesthesia and in 100 consecutive patients receiving continuous 
spinal anesthesia are compared. Forty-four per cent of patients given general 

anesthesia and 77 per cent of those given continuous spinal anesthesia were 
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considered to have had satisfactory operative and postoperative courses. Blood 
pressure falls occurred much less frequently following spinal anesthesia. There 
were 3 fatalities due to pulmonary emboli following ether anesthesia and none 
following continuous spinal anesthesia.) 


2. Pre- and Postoperative Therapy 


STUDIES IN SURGICAL CONVALESCENCE: A PRELIMINARY 
STUDY OF THE NITROGEN LOSS IN EXUDATES IN 
SURGICAL CONDITIONS 


Co Tur, ArtHUR MuLuin Wricut, J. H. MuLHOoLLAND (Lt. Col., M.C., U.S.A), 
E. S. Breep, I. BARCHAM and Davip GouLp 
New York University College of Medicine and Bellevue Hospital, New York, N. Y. 
Ann. Surg., 121:223-30, Feb. 1945 


A study of the nitrogen content of the wound exudate was made 
in 13 surgical cases, including 7 cases of burns (second and third 
degree), | case of avulsion, 3 cases of extensive surgical dissection, in- 
fected and uninfected, and 2 cases of local infective conditions (lung 

- abscess and liver abscess). As surgical gauze dressings were found un- 
satisfactory for collection of exudate for determination of nitrogen 
content, fine cellulose sponge was used for wound dressing in 10 of 
these cases. It was rendered nitrogen free by soaking in tap water for 
at least 12 hours and then rinsing in distilled water three times. It 
was dried and autoclaved, and moistened with physiological saline 
before being applied to the exuding surface. The sponge dressing was 
covered with cellophane of medium thickness, extending beyond the 
edges of the sponge to prevent seepage. ‘The sponge was left in 
contact with the exuding surface for 24 to 48 hours, then placed in 
dilute sulfuric acid for digestion. ‘The sponge was usually completely 
dissolved in a week, when an aliquot part was taken for nitrogen deter- 
mination by the method of Levy and Palmer. 

In the case of burns, it was found that there was “‘a rough paral- 
lelism” between the percentage of body surface involved in the burn 
and the total nitrogen loss. However, other factors modified this 
finding, especially the area of second degree and of third degree burn, 
and how much tissue was converted into an eschar which sealed off 
exudation until it sloughed off. ‘Thus in one case without eschar, 
there was a progressive decline in total nitrogen loss as the burn aged; 
and in another case, with eschar, the nitrogen loss on the 8th day was 
small (1.58 gm.) when the burned area was 10 per cent of body surface, 
while on the 40th day it was 4.07 gm. when the burned area was only 
8 per cent of body surface. In 4 cases polar planimetry was done to 
determine the nitrogen loss per sq. cm. of surface; this ranged from 
1.25 mg. on the 6th day of the burn in one patient to 3.28 mg. on the 

12th day in another patient. 
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In the patient with extensive avulsion and infection of the skin 
surface, the nitrogen loss was 6.37 gm. on the 108th day after the 
injury, 2.1 mg. per sq. cm. of raw surface. 

In 2 cases with clean, but extensive, operative wounds, the nitro- 
gen loss diminished rapidly in the first 3 to 4 days from 4.26 gm. 
to 1.2 gm. in | case, and from 6.22 to 2.07 gm. in the other. In an 
infected surgical case, the nitrogen loss was 6.97 gm. on the 10th post- 
operative day, the day after drainage was instituted, but diminished to 
3.47 gm. in 4 days. In a case of lung abscess with pyothorax, the 
nitrogen loss was 9.57 gm. 48 hours after drainage was instituted, but 
as gauze was used for the collection of the exudate in this case, this 1s 
a minimal figure. 

It is evident that in some of these cases the nitrogen loss was 
sufficient to “‘jeopardize recovery,” since the healing process depends 
upon adequate protein nutrition. The authors are of the opinion 
that the basic diet in civilian hospitals does not supply adequate 
protein during convalescence in surgical cases in which nitrogen loss 
is as large as in some of the cases reported. A high protein diet, of 
from 120 to 130 gm. protein, should be adequate to replace moderate 
amounts of nitrogen loss, if pain, anorexia and “other upsets” do not | 
reduce the intake. The use of amino-acid mixtures orally or paren- 
terally is of critical value, if natural methods of alimentation fail. 
Plasma transfusions, the authors believe, should be reserved “for more 
emergent uses, such as the correction of acute hypovolemia.” 


THE USE OF DICUMAROL IN THE PREVENTION OF POST- 
OPERATIVE THROMBOSIS AND EMBOLISM WITH SPECIAL 
REFERENCE TO DOSAGE AND SAFE ADMINISTRATION 


Netson W. Barker, Horace E. CROMER, MARGARET HurN and JoHN M. WAUGH 
Rochester, Minn. 


Surgery, 17:207-17, Feb. 1945 


This report is based on observations of 1,000 surgical patients who 
were given dicumarol in their immediate postoperative period for the 
purpose of preventing venous thrombosis and pulmonary embolism. 
Of these 1,000 patients, 624 were the subject of a previous report. In 
the entire series of 1,000 cases there was only one death from pul- 
monary embolism, and in that case embolism occurred after the 
prothrombin had returned to normal because the dicumarol had been 
given for insufficient time. A thrombotic tendency had already been 
demonstrated in 379 patients in that they had had thrombosis or em- 
bolism, and on 438 abdominal hysterectomy had been performed, an 
operation carrying the heaviest risk of thrombosis and embolism. 

There is small risk of. bleeding after prophylactic administration 
of dicumarol, and such risk can be further minimized by proper ad- 
ministration of the drug and rapid control of excessive prothrombin 
deficiency. Dicumarol should not be given unless daily and consist- 
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ently comparable quick prothrombin time tests are done. Consistently 
comparable prothrombin time tests depend on the use of thrombo- 
plastins of constant potency, or on the checking of each new batch of 
thromboplastin with various dilutions of normal plasma. During the 
administration of dicumarol the prothrombin should be kept between 
10 and 30 per cent of normal. Excessive prothrombin deficiency pro- 
duced by dicumarol can almost always by controlled by the intraven- 
ous administration of large doses (60 to 64 mg.) of menadione bisulfite 
(synthetic vitamin K). If bleeding occurs as the result of excessive 
prothrombin deficiency, it can be controlled by transfusions of freshly 
drawn citrated blood and intravenous administration of large doses of 
menadione bisulfite. 

The use of dicumarol is contraindicated in the following condi- 
tions: (1) the presence of definite renal insufficiency; (2) the presence 
of definite hepatic insufficiency or hepatogenous jaundice, particularly 
if associated with prothrombin deficiency; (3) subacute bacterial en- 
docarditis; (4) purpura of any type; (5) blood dyscrasia with tendency 
to bleed, and (6) recent operation on the brain or spinal cord. Dicu- 
marol should be given cautiously to patients who have (1) ulcerative 
lesions, open wounds, or potentially bleeding surfaces; (2) vomiting 
due to gastric or intestinal obstruction; (3) continuous or repeated 
gastric or intestinal drainage; or (4) dietary or nutritional deficiency. 

If an operation is contemplated, ample time should be available 
for return of prothrombin to normal if dicumarol is administered 
before operation. If emergency operation is necessary on a patient 
who has prothrombin deficiency due to dicumarol, large doses of 
menadione bisulfite and blood transfusions should be given to combat 
the prothrombin deficiency before the operation is begun. The 
technic of the Quick prothrombin time test is described. The entire 
amount of dicumarol for each day is given in a single dose. The first 
day 300 mg. are given and 200 mg. are given the second day. Two 
hundred milligrams are given on each succeeding day that the pro- 
thrombin is greater than 20 per cent of normal. If it is less than 
normal, no dicumarol is given on that day. If the prothrombin is 
dropping rapidly, no drug may be given, even if it is still slightly 
greater than 20 per cent. If it is rising rapidly but has not yet reached 
20 per cent, a dose is given on that day. In occasional hypersensitive 
patients it may be advisable to reduce some or all of the doses to 
100 mg. 

In patients who have never had thrombosis or embolism and in 
whom the treatment is purely prophylactic, it may be wise to omit the 
dose on the second day in.order to be sure that the patient is not 
hypersensitive. Effective levels of prothrombin deficiency are not 
reached for 24 to 48 hours or longer. If a rapid anticoagulant effect 
is desired, as in a case of large pulmonary embolism, heparin and 
dicumarol may be started simultaneously. The prothrombin time may 
be used as a guide to the dicumarol effect alone if the blood is drawn 
for the test from 3 to 4 hours after an injection of heparin is given. 
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Administration of heparin should be stopped as soon as the prothrom- 
bin time has dropped to 20 per cent of normal. It is emphasized that 
a prothrombin deficiency may persist for from 2 to 10 days after the 
last dose of dicumarol has been given. The prothrombin deficiency 
should be maintained until several days, preferably a week, after the 
patient has become ambulatory. Once prothrombin has returned to 
normal there is no further protection against thrombosis. 16 refer- 
ences. 3 tables. 


[When one considers the numerous contraindications to and complications 
of dicumarol therapy, it would seem doubtful as to whether its use will ever be 
widely adopted. The present authors report good results, but their cases 
required control at all times.—Ep. | 


THE PROBLEM OF THROMBO-EMBOLISM 


» GEZA DE TAKAYTS and Epson FAIRBROTHER FOWLER 


From the Department of Surgery, University of ‘Illinois College of Medicine and the Fourth 
Surgical Service, St. Luke’s Hospital, Chicago, Il. 


Surgery, 17:153-77, Feb. 1945 


The purpose of this communication is to describe briefly the 
methods of diagnosis and treatment which have been gradually de- 
veloped as a result of the authors’ experience. ‘The discussion 1s 
limited to the peripheral venous system and the pulmonary arterial 
tree. Arterial thrombi and emboli have been discussed previously. It 
is emphasized that the problems arising in cases of thrombo-embolism 
are many and controversial. A clarification is to be expected when a 
uniform nomenclature has been accepted. ‘The syndromes of plantar 
vein, calf muscle, ileofemoral and pelvic thrombosis are clearly defined, 
although they may merge into each other. The significance of the 
age of the thrombus is stressed, since there can be no point in curretting 
out some old white granulation tissue from a well-obliterated, well- 
organized thrombus; nor is a hasty bilateral ligation of the femoral 
vein below the profunda going to benefit the patient with a pelvic or 
right auricular thrombus. Determination of heparin tolerance and 
prothrombin time for the detection of hyperprothrombinemia will 
indicate the activity of the thrombosis and the possibility of additional 
thrombotic or embolic phenomena. The test might also serve to select 
surgical patients who are apt to develop thromboses and who should 
then receive prophylactic anticoagulant therapy. Such a study is now 
under way. 

The selection of different methods of therapy in different stages of 
the disease varies in different clinics. ‘The writers are much impressed 
with the value of anticoagulants throughout the therapy and prophy- 
laxis of pulmonary embolism, but feel that in their present form they 
are not simple enough to have a wide distribution. They suggest that 
the clotting mechanism throughout the hospital stay of the patient be 
placed in the hands of the medical department, just as are the insulin 
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requirements of a surgical diabetic. ‘The writers have also been im- 
pressed with the clear-cut results of superficial femoral vein ligation 
in the case of thrombosis of the lower leg. But in patients with a fully 
developed iliofemoral thrombus of some days’ duration, it is difficult 
to define the limit of operability. 

The use of paravertebral sympathetic block was limited to patients 
exhibiting definite vasospasm with cold, pale extremities and diffuse 
ache, in which cases its effect is truly remarkable. The problems of 
residual edema and induration require consideration as well as the 
danger of embolism. Every effort must be made to hold the edema 
down to a minimum. Increasing edema may develop from excessive 
standing and bouts of hot weather, and often from a reactivated 
ringworm infection, which may act either by adding a slight lymphe- 
dema to the pre-existing lesion or by producing sensitization phe- 
nomena similar to those seen in Buerger’s disease. 

The incidence of venous thromboses in peripheral veins is much 
higher than ordinarily suspected. Four groups of venous thromboses— 
namely, the superficial venous thrombosis, the ascending plantar vein 
thrombosis, the calf muscle thrombosis and the pelvic vein thrombosis, 
can be recognized as being the primary sources of clotting. Any one 
of these may produce, by propagation, an iliofemoral thrombosis, the 
classic milk leg. 

The treatment of such thromboses should vary according to the 
primary site, the extent and age of the thrombosis. Anti-coagulant 
therapy, paravertebral sympathetic block, proximal venous ligation and 
roentgen-ray therapy all have their indications but should be used 
selectively. Visualization of the venous system by opaque substances 
may be used occasionally but its routine use does not seem necessary. 
Pulmonary embolism is still often the earliest manifestation of an un- 
recognized thrombus in the periphery; its appearance calls for emer- 
gency measures and following recovery of the patient, for a thorough 
investigation of the source of the embolus, since recurrent emboli are 
increasingly dangerous. Early attention must be paid to elimination 
of clotted plasma from the thrombophlebitic leg, since much perma- 
nent disability may result from this source. 

Illustrative cases are described as examples of each form of therapy 
with a criticism of each method, and indications for its use. Also the 
results of the various forms of treatment are discussed, including those 
of conservative measures, anticoagulant therapy, paravertebral block, 
ligation of the femoral vein and x-ray treatment. A table lists the 
signs and symptoms indicating pulmonary embolism as well as emer- 
gency measures to be undertaken by the nurse and intern and a warn- 
ing that administration of morphine, adrenalin or digitalis may aggra- 
vate the condition. 31 references. 12 figures. 3 tables. 


REFERENCES TO CURRENT ARTICLES 
Intravenous Clotting. Alton Ochsner, Tulane University and the Ochsner 
Clinic, New Orleans, La. Surgery, 17:240-63, Feb. 1945. (Etiology, diagnosis, 
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pathology and treatment, emphasizing the prophylactic value of preoperative 
abstinence from tobacco, the routine use of compression bandages, elimination 
of foci of infection, hydration and remineralization. Also prophylactic meas- 
ures during operation are discussed and finally postoperative prophylactic 
treatment. In non-suppurative thrombophlebitis vasoconstriction by anes- 
thetization of the regional sympathetic ganglia is indicated. The technic of 
lumbar sympathetic block is described. In suppurative thrombophlebitis 
radical treatment is indicated, with ligation of the veins. 131 references.) 


Postoperative Pulmonary Embolism. J. S. McCartney, University of Minnesota, 


Minneapolis, Minn. Surgery, 17:191-206, Feb. 1945. (Study of 25,771 autopsy 
records at the University of Minnesota has revealed that 4,070 of the deaths 
may be considered as postoperative. Among these postoperative deaths there 
were 471 cases of thrombo-embolism, or 11.5 per cent and 216 of pulmonary 
embolism, or 5.3 per cent. Incidence of venous thrombosis increases with age 
as likewise the tendency to pulmonary embolism. It is more frequent after 
operations on certain parts of the body. The age of the patient and site of 
operation are of equal importance in determining whether thrombosis and 
embolism will occur.) 


Influence of Different Forms of Mechanical Artificial Respiration on the 


— 


Pulmonary and Systemic Blood Pressure. Perry P. Volpitto, Robert A. Wood- 
bury and Benedict E. Abreu, University of Georgia School of Medicine. 
J.A.M.A., 126:1066-68, Dec. 23, 1944. (Study of the effects of 7 different forms 
of mechanical artificial respiration on the pulmonary and systemic blood 
pressure. No significant changes were produced and any blood flow produced 
by the resuscitators did not reach the coronary and cerebral arteries, but was 
pushed toward the extremities and skin. The so-called milking action of the 
intrapulmonic positive-negative resuscitator did not increase return of blood 
to the heart.) 


‘he Efficacy of Heparin Administered by Intravenous, Intramuscular, and Sub- 


cutaneous Routes and a Study of the Effect of Five Bacteriostatic Agents on 
Heparin Action. James Walker, Jr., From Surgical Service B, the Hospital of 
the University of Pennsylvania, and the Harrison Department of Surgical Re- 
search, School of Medicine, University of Pennsylvania. Surgery, 17:54-60, 
Jan. 1945. (The route of choice would seem to be the intramuscular with 
coincident oral administration of dicumarol, thus reducing the amount of 
heparin needed to maintain a coagulation time of 30 to 40 minutes. Chloro- 
butanol was found to be the best preservative.) 


Post-Operative Chest Complications in Gastric Surgery. T. W. Mimpriss and 


F. G. Etheridge, Botley’s Park War Hospital, London, England. Brit. M. J., 
2:466-68, Oct. 7, 1944. (In 100 consecutive cases of partial gastrectomy, 34 
pulmonary complications occurred, of which 29 were lobular atelectasis, 4 
bronchitis and 1 lobar pneumonia. To prevent such complications as far as 
possible, patients are instructed in breathing exercises preoperatively and such 
breathing exercises are carried out after operation. In most cases, heavy per- 
cussion of the thorax by the masseuse is permitted in the first postoperative day. 
Movements in bed and coughing are encouraged. Occasionally suction 
through a tracheal catheter is employed if there is difficulty in coughing, both 
as a prophylactic measure, and in treatment of any pulmonary complication 
that develops. Bronchoscopy has not been used in the first few postoperative 
days after gastrectomy.) 


Hypoglycemia and Restoration with Glucose. F. C. Mann, Rochester, Minn. 
J.A.M.A., 126:467-69, Oct. 21, 1944. (Maintenance of a definite concentration 
of glucose in the blood is a physiologic constant with characteristic symptoms, 
followed by death, if the blood sugar decreases below a certain level.) 
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Surgical Technic 


AN ADDITIONAL REPORT ON SOME OF THE USES OF 
CUTIS GRAFT MATERIAL IN REPARATIVE SURGERY 
Joun E. CANNADAY 


Charleston General Hospital, Charleston, W. Va. 


Am. J. Surg., 67:582-90, Feb. 1945 


Since July 1940, cutis graft material has been employed in 86 
cases for reparative surgery. Most of these cases were hernias of vari- 
ous types; other cases include 14 cases of suspension of the uterus for 
relief of prolapse; 6 cases of ‘‘wobbling’”’ knee, 3 cases of fracture of 
the patella; and | case of fracture of the ulna. In the author’s personal 
series of 57 cases, there was no loss of the graft in any case; superficial 
infection developed in 3 cases; hematoma and a serum pocket in | 
case each. There was | postoperative death, cause undetermined. In 
the other cases in the hospital series, there was | postoperative death 
probably due to shock and anesthesia in a case of large incarcerated 
hernia in a poor-risk patient; 2 cases of rather extensive infection, in 
| of which the graft was lost. 

The present technic is as follows: ‘The antero-external surface of the 
thigh is the usual donor site. ‘The skin is prepared with iodine fol- 
lowed by alcohol; if a strip of cutis is to be used for suture or ligature, 
the epidermis can be removed with a Durham Duplex safety razor 
blade; otherwise a thin layer of skin is removed with a skin gr aft knife. 
When a cutis graft is employed, it is sutured into position under frm 
tension with No. 30 or No. 40 interrupted cotton thread sutures close 
together. A moderate amount of sulfanilamide, sometimes with a 
little crystalline sulfathiazole, is placed in the wound after irrigation 
with normal saline solution. The subcutaneous fat is sutured over 
and down to the center of the graft with interrupted cotton thread 
sutures (No. 70, 80 or 100), each needle bite picking up a portion of 
the center of the graft with each suture; if the patient is obese, a second 
layer of sutures may be placed in the fat. All dead space is carefully 
eliminated and no drains are used. A moderate pressure dressing is 
applied for about 10 days. As a suture material cutis is superior in 
strength to fascia lata, and much more easily available. 

[The use of sulfonamides in clean operative wounds is open to debate. 
Other methods of obtaining cutis are those of J. W. Scola, Am. J. Surg., Nov. 
1944, and by the split-split method of Zintel (Section 14, this issue) as modified 
by one of the Editors.—Ep. | 

REFERENCES TO CURRENT ARTICLES 
Description, Function and Uses of the Internal Combustion Engine Suction 
Apparatus. Joseph C. Crisp (Capt., M.C., A.U.S.). Mil. Surgeon, 96: 97-99, 
Jan. 1945. (Describes a suction apparatus, in which suction is derived from 
the intake manifold of a gasoline internal combustion engine in common use 
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1 Army motor vehicles. This apparatus can be used where an electrical 
suction apparatus is not available; for aspiration of the abdominal cavity 
when indicated and for clearing blood from a wound where a “‘bleeder’’ is to 
be located. All the materials and attachments necessary can be easily secured 
from military supply units.) 

Refrigeration in Surgery. C. G. Johnston, Wayne Univ. School of Medicine, 
Detroit, Mich. Am.J.M.Sc., 209:253-57, Feb. 1945. (A review of recent 
literature on the effects of cold, and the various uses of refrigeration in sur- 
gery. The editor considers that the use of the term “refrigeration anesthesia” 
is “unfortunate,” as the anesthesia obtained is not the most important factor 
in the use of refrigeration.) 

A New Hemostatic Clamp: Description of a Hemostat Carrying Multiple Pre- 
formed Ligatures. Gonzalo Cubero O., San José, Costa Rico. Surgery, 
17:138-41, Jan. 1945. (By means of this clamp, operating time may be re- 
duced, the work of surgeon and assistant may be facilitated, and in the absence 
of a physician, on the battle front, in emergency stations or in the outpatient 
clinic, an attendant can control bleeding with this clamp. It provides a 
stronger ligature and no knot has to be tied.) 

Rapid Roentgenography in the Operating Room. W. L. Minear, Willis C. 
Campbell Clinic, Memphis, ‘Venn. J. Bone & Joint Surg., 27:157-59, Jan. 1945. 

Cotton Sutures in Surgery of Warfare. Robert S. Sparkman (Lt. Col., M.C., 
A.U.S.). Surgery, 17:73-77, Jan. 1945. (The current report describes experi- 
ences with cotton sutures in the Southwest Pacific Area. Only non-mercerized 
cotton was used with interrupted suture technic. ‘Tabular analysis is pre- 
sented of 534 operations other than battle casualties and 237 battle casualties. 
In the latter the wounds were often grossly infected at the time of operation. 
It is concluded that cotton suture material may be employed sately with highly 


satisfactory results regardless of degree of contamination or infection of the 
wound.) 


4. Surgical Infections 


TREATMENT OF CLOSTRIDIAL INFECTIONS 
WITH PENICILLIN 


Evuiorr C. Cutter (Col., M.C., U.S.A.) and WittiAM R. SANDUSKY 
(Maj., M.C., U.S.A.) 


Brit. J. Surg., 32:168-76, Supplement to July 1944 


Seven cases of gas gangrene are reported, in all of which clostridia 
were recovered from the involved tissues. Compound fracture, with 
considerable bone damage and maceration of the soft tissue, was 
present in all of these patients, and 2 showed considerable vascular 
damage. In 5 of these cases, penicillin was given at the time of the 
primary operation and was continued after the clostridial infection 
was recognized. All of these patients recovered, and in 2 the involved 
extremity was saved. In 2 cases, penicillin was not given until after 
the clostridial infection had occurred. In one of these cases adequate 
surgery was impossible at the time of admission to the hospital, on 
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account of profound shock; gas gangrene dev eloped in both legs with. 

in 24 hours after injury; bilateral amputation was necessary, after 

which the patient made a good recovery; penicillin therapy was started 

24 hours after amputation. One patient, who also developed gas 

gangrene early (within 36 hours after injury), died in uremic coma 

after amputation. ‘The kidneys showed hemoglobinuric nephrosis. 

In each of these 7 patients, the diagnosis of gas gangrene was made 
early; prompt surgical excision of the infected tissue was done; and 
large amounts of gas-gangrene antitoxin and frequent blood transfu- 
sions were given in addition to penicillin. Hence it is difficult to esti- 
mate the value of any single factor in the recovery of 6 of these 7 
patients. Penicillin given prophylactically in 5 of these cases did not 
prevent the development of gas gangrene. Whether penicillin modified 
or altered the infection or had any influence in the favorable outcome 
in these cases cannot be determined from the evidence at hand in this 
small series of cases. ‘The authors’ data indicate that adequate surgical 
debridement is “the major factor” in both the prophylaxis and therapy 
of gas gangrene. 

It is noted that 6 of these infections occurred in air-force personnel, 
4 of whom were wounded during missions over enemy territory, 2 in 
crash landings. Observations at one hospital shows the incidence of 
clostridial infections in wounds of aerial warfare was 24 per cent; but 
the incidence of clinical gas gangrene as a complication of such wounds 
was 1.8 per cent. 

REFERENCES TO CURRENT ARTICLES 

The Principles of Penicillin Treatment. H. W. Florey and M. A. Jennings, 
Oxford, England. Brit. J. Surg. 32:112-16, Suppl. to July 1944. (Presents a 
brief discussion of the properties of penicillin; its antibacterial action; the 
bacteria against which it is effective; its absorption and excretion; methods of 
administration, general and local, and dosage; reactions and toxicity; assess- 
ment of progress in penicillin therapy and causes of failure.) 

A Statistical Analysis of a Study of the Prevention of Infection in Soft Part 
Wounds, Compound Fractures, and Burns, with Special Reference to the Sul- 
fonamides. Frank L. Meleney and Allen O. Whipple, New York, N. Y. 
Surg., Gynec. & Obst., 80:263-97, March 1945. (Study of the data from 2,191 
cases. ‘The use of sulfonamides, either systemically, locally or combined, has 
not materially reduced the incidence or severity of infections in the wounds, 
or burns, nor have they delayed the developme nt of infection nor have they 
eliminated the pathogenic organisms from the wounds. They have, however, 
probably minimized the spread of the local infection into the general cir- 
culation and have thus cut down the incidence of septicemia and death. 
Prevention of infection will depend chiefly on surgical care of the wounds.) 


a et on of Decubitus Ulcers with the Aid of Penicillin. John D. 
Lamon, Jr. Col., M.C., A.U.S.) and Eben Alexander, Jr. (Capt., M.C., 
A.US.) J.A. " A., 127:396, Feb. 17, 1945. (Successful closure of decubitus 
ulcers was carried out with the aid of penicillin administered parenterally 
and locally. ‘The wounds were then closed with interrupted sutures of cotton. 
There has been no breakdown of the wounds in 3 months except for e€x- 
trusion of 4 silk sutures. No cotton sutures were extruded.) 
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Penicillin Therapy. Walter S. Priest, Wesley Memorial Hospital and North- 
western University Medical School, Chicago, Ill. Am. J. Surg., 66:280-95, 
Feb. 1945. (Following a brief historical review, the author concludes that 
continuous intravenous drip is the preferable route of administration, but the 
most practical and effective method is intramuscular injection at 3-hour inter- 
vals started off by an intravenous dose 2 to 3 times that of the subsequent in- 
tramuscular dose. The author emphasizes the need for early local and sys- 
temic administration of penicillin in compound fractures, the poor results from 
local penicillin in multilocular infection and ineffectiveness in undrained 
abscess. Penicillin cannot replace indicated surgery. One illustrative case 
report. 

Tetanus: A Report of Two Cases Treated with Penicillin. Russell Buxton and 
Rachelle Kurman, Buxton Clinic, Newport News, Va. J.A.M.A., 127:26, 
Jan. 6, 1945. (These 2 cases were treated with penicillin in addition to 
tetanus antitoxin. ‘The addition of penicillin was evidently a life-saving 
measure. In the first case sulfadiazine was also administered. The patients 
were discharged on the 30th and 25th day after admission respectively. The 
penicillin was administered intramuscularly every few hours.) 

Skin Bacteria: Their Location with Reference to Skin Sterilization. Duward 
L. Lovell, Durham, N. C. Surg., Gynec. & Obst., 80:174-77, Feb. 1945. 
(Most transient organisms of the skin are superficial and can be removed by 
mechanical and chemical cleansing. The resident bacteria are so deep in the 
hair follicles and sebaceous glands that they cannot be removed by mechanical 
means without injuring the skin. The generally used antiseptics do not reach 
these deeper bacteria. During operation, the resident bacteria rise to the 
surface, multiply and form an important source of wound contamination.) 

The Superiority of Penicillin over Bacteriophage, Sulfathiazole and Certain 
Other Antibacterial Substances, as Indicated by Experimental Staphylococcal 
Infections in Chick Embryos. Helen Zaytzeft Jern and Frank L. Meleney, 
New York, N. Y. Surg. Gynec. & Obst., 80:27-34, Jan. 1945. (The efficiency 
of penicillin in the treatment of staphylococcus infections relegates the use 
of staphylococcus bacteriophage in these infections to place of second rank and 
only to be considered in cases in which penicillin fails. Further studies are 
indicated.) 

The Bacteriological Examination of Wounds Treated with Penicillin. Scott 
Thomson (Major, R.A.M.C.). Brit. J. Surg., 32:129-31, Suppl. to July 1944. 
(In the bacteriological examination of wounds, it was found that Staphylo- 
coccus aureus predominated in wounds in an early stage, and hemolytic strep- 
tococci in chronically infected wounds. Hemolytic streptococci were found in 
a small percentage of early wounds; it is possible that chronic infection de- 
veloped in these wounds; or that the streptococcal infection was due to later 
infection. It is possible that the findings would not be the same in other 
theaters of war. In wounds treated with penicillin in the forward areas, 
pyogenic infection was found in 26 per cent; in wounds not so treated, in 57 
per cent.) 

Gas Gangrene in Italy; a Study of 39 cases Treated with Penicillin. J. S. Jeffrey 
(Lt. Col., R.A.M.C.) and Scott Thomson (Major, R.A.M.C.). Brit. J. Surg., 
32:159-67, Suppl. to July 1944. (Reports 33 cases of gas gangrene treated with 
penicillin, combined with antiserum and surgical measures. The mortality 
for the series was 36.4 per cent. In the 28 cases in which adequate surgical 
excision was possible the mortality was 25 per cent. The penicillin therapy 
appeared to cause the arrest of the progressive myositis; but in spite of this 
several patients died later; in some of these cases there was renal failure, the 
kidney changes being similar to those observed in the crush syndrome.) 


Observations on the Prophylactic Use of Penicillin in the Wounds of Aerial 
Warfare. Elliott C. Cutler (Col., M.C., U.S.A.), Paul C. Morton (Lt. Col., 
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M.C., U.S.A.) and William R. Sandusky (Major, M.C., U.S.A.). Brit. J. Surg,, 
32:207-11, Suppl. to July 1944. (In the treatment of aerial combat wounds, 
early adequate debridement was possible in all cases. In 68 patients with 
123 wounds who were given penicillin parenterally and locally, the incidence 
of infection was essentially the same, 8.9 per cent, as in 78 patients with 127 
wounds treated surgically without penicillin.) 


Bacteriological Methods in Connection with Penicillin Treatment. L. P. Garrod 
and N. G. Heatley. Brit. J. Surg., 32:117-29, Suppl. to July 1944. (Presents 
a discussion of methods of determining the sensitivity of individual strains of 
bacteria to penicillin; and the making of cultures from material from cases 
under penicillin therapy. Methods of assay of penicillin and of assay of 
various pharmaceutical products containing penicillin are described; also 
methods of assay of penicillin in blood, exudates and other body fluids.) 


The Treatment of Wounds and Ulcers with Gramicidin. A. A. Manevich and 





G. Z. Pitskhelauri, Postgraduate Institute and Plastic Surgery Hospital, Tiflis, 
U.S.S.R. Am. Rev. Soviet Med., 2:143-48, Dec. 1944.  (Gramicidin Shas 
been found to be highly bactericidal against streptococci and also effective 
against staphylococci. Infected wounds are best treated by irrigations with the 
aqueous solution or by daily wet dressings for 3 to 4 days; in later stages grami- 
cidin emulsion or ointment may be used, changing dressings every other day. 
The authors consider that gramicidin is indicated especially in the treatment 
of purulent wounds, chronic ulcers, osteomyelitis (after operation) and for 
preparing infected wounds or ulcers for operation.) 

Gramicidin “S” in Medical Practice. P. G. Sergiev, Institute of ‘Tropical Medi- 
cine, Moscow, U.S.S.R. Am. Rev. Soviet Med., 2:140-42, Dec. 1944.  (Grami- 
cidin “S,”” a Russian preparation, is available in ampoules containing 4 per 
cent alcoholic solution; it is diluted 100 times with water for local applica- 
tion. It has been used successfully in the treatment of local suppurations of 
soft tissues, in preparing granulating surfaces for skin grafts or secondary 
suture, in osteomyelitis (in conjunction with the surgical procedures indi- 
cated), and in empyema and peritonitis. It has been found to be of value in 
relieving pain in such conditions. Five illustrative cases are reported.) 
Intestinal Obstruction. I. The Protective Action of Succinylsulfathiazole Fol- 
lowing Simple Venous Occlusion. Stanley J. Sarnoff and Edgar J. Poth, Gal- 
veston, Tex. Surgery, 16:927-31, Dec. 1944. (Ligation of the venous return 
from segments of ileum 50 cm. in length is always lethal. Following thera- 
peutic doses of succinylsulfathiazole, 70 per cent of the treated animals lived 
indefinitely.) 

Penicillin in Surgery. William L. White, Harrison Department of Surgical Re- 
search, School of Medicine, University of Pennsylvania, Philadelphia, Pa. S. 
Clin. North America, 1290-99, Dec. 1944. (Discussion of various forms of 
administration, dosage, duration of treatment, responses to penicillin therapy 
and toxicity. Indications and dosage for various surgical conditions, includ- 
ing acute and chronic infections, are given.) 

Certain Sulfonamide Drugs and Certain Derivatives of Ascorbic Acid in Ex- 
perimental Gas Gangrene in Wounded Mice. Francis J]. Ryan, Robert Ballen- 
tine, Lillian K. Schneider and Gwendolyn M. Tuck, Department of Zoology, 
Columbia University, New York, N. Y. Surgery, 17:47-53, Jan. 1945.  (Sul- 
fadiazine was found effective in 60 per cent of animals infected with Clos- 
tridium perfringens. Sulfathiazole was also effective against Clostridium per- 
fringens in one strain of mice but not in others. In one strain of mice, 
ascorbic acid saved about 40 per cent of animals infected with this organism, 
but was ineffective against gas gangrene in other strains. Ascorbic acid, sul- 
fadiazine, and sulfathiazole were ineffective against infections caused by Clos- 
tridium novyt, histolyticum, sordellit and septicum.) 
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The Influence of the Local Application of Sulfathiazole on the Incidence of 
Infections in Surgical Incisions. Robert H. More, Surgical Service of the 
Toronto General Hospital and the Department of Surgery, Faculty of Medi- 
cine, University of Toronto, Canada. Surgery, 17:22-31, Jan. 1945. (Wound 
infections in 35 thoracic incisions for lobectomy and pneumonectomy, with sul- 
fathiazole applied to the wound before opening the pleura, were studied and 
compared with wound infection in a control series not so treated. The in- 
cidence of wound infection in the control group was 37.1 per cent as com- 
pared with 11.5 per cent in the treated group.) 

Gas Gangrene in Amphibious Warfare in the Pacific Area. Harry B. Neel (Lt., 
M.C., U.S.N.R.) and James P. Cole (Lt, M.C., U.S.N.R.). Am. J. Surg., 
66:290-99, Dec 1944. (In 984 battle casualties, there were 7 cases of gas 
gangrene, all occurring in large, deep irregular wounds, involving muscle; 
fractures were present in 5 cases. Pain was the initial symptom; a persistent 
elevation of the pulse rate was characteristic. “Treatment is primarily surgical, 
excision of the wound was sufficient in | of the cases reported; amputation 
was required in the 6 others, the amputation stump was sprayed with micro- 
crystalline sulfathiazole. Multiple transfusions of whole blood were found 
the most valuable adjunct to surgery. Gas gangrene antitoxin and a sulfona- 
mide or penicillin were also given. There were 2 deaths.) 


‘Tumors 


REFERENCE TO CURRENT ARTICLES 

Bizarre Types and Locations of Lipomas. Harold D. Caylor, Caylor-Nickel 
Clinic, Bluffton, Ind. Am. J. Surg., 66:530-5, March 1945. (Seven case re- 
ports including lipomas simulating hernias, of femoral, inguinal and epigas- 
tric types. Lipomas may also cause pressure symptoms and _ referred pains, 
particularly along the extremities.) 

Neurofibroma of the Carotid Body. Edward Goodsitt and George Sudimack, 
East Cleveland, Ohio. Am. J. Surg., 66:131-3, Jan. 1945. (A case of an un- 
usual neurofibromatous type of carotid body tumor is presented. The clinical 
features were similar to those of the ordinary epithelium-like cell tumor of the 
carotid body. Following an initial sensation of numbness in the tongue fol- 
lowing operation the patient gradually recovered.) 

Solitary Eosinophilic Granuloma of Bone. Benjamin B. Greenberg and Albert 
J. Schein, New York, N. Y. Am. J. Surg., 66:547-55, March 1945. (Report of 
2 cases. ‘Treatment consists of surgery and/or radio-therapy in small doses as 
for inflammatory lesions. Surgery may be curettage or resection where prac- 
tical without loss of function. These lesions are benign and there is no re- 
currence.) 


The Role of ye igen Endocrine Therapy in the Delayed Diagnosis of Uterine 


Cancer. Lewis C. Scheffey, David M. Farell and George A. Hahn, Jefferson 
Medical College ‘Hospital, Philadelphia, Pa. J.A.M.A., 127:76-80, Jan. 13, 
1945. (A warning that ill advised and injudicious endocrine therapy em- 
ployed for the control of gynecological disorders without preliminary examina- 
tion to exclude organic pelvic disease may result in delayed diagnosis, not 
only of uterine cancer, but of benign pelvic conditions amenable to surgical 
or radiation therapy.) 

Benign Giant Cell ‘Tumor of the Patella: Case Report. F. J. Roemer, Van- 
couver, Wash. Am. J. Surg., 66:563-6, March 1945. (This review includes a 
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table of reported cases, with description of a very early case of benign giant 
cell tumor of the patella. The lesion predominates in females around 30 
years of age. The best treatment is resection of the patella, with removal of 
a margin of healthy tissue and reconstruction of the quadriceps mechanism.) 

Multiple Primary Malignancy; One of Which is in the Rectum; Report of a 
Case. Charles Goldman, Brooklyn, N. Y. Clinics, 3:1047-53, Dec. 1944. (In 
the case reported, 4 primary carcinomas had occurred—a medullary carcinoma 
of the breast; a postradiation carcinoma in the scar of the chest wall with re- 
currence; a transitional cell carcinoma of the cervix; a papillary adenocarci- 
noma of the rectum. All these tumors differed histologically and none was 
a metastasis of the other.) 

The Value of the Weltmann Serum Coagulation Reaction for the Diagnosis of 
Certain Forms of Malignant Neoplastic Disease. M. Wachstein, Horton Me- 
morial Hospital, Middletown, N. Y. J. Lab. & Clin. Med., 30:14-19, Jan. 1945. 
(From the results obtained with the Weltmann serum coagulation test in 128 
cases, the author found a left shift in the majority of patients with malignant 
neoplasms. ‘This was especially true of lesions in the gastrointestinal tract. 
In lesions of the lungs, breast, female genital organs and prostate, the test was 
found to be of little value in differentiating malignant from benign tumors or 
even from inflammatory conditions. In cases of ascites, without cardiac, renal 
or tuberculous disease, a shortened coagulation band indicates carcinomatosis 
of the liver, and lengthened coagulation band, cirrhosis. A marked shortening 
of the coagulation band was characteristic of neoplastic involvement of the 
bones; this type of reaction, if not explained by clinical findings, indicates 
the need for a thorough examination of the skeleton.) 


Synovial Sarcoma. Cushman D. Haagensen and Arthur Purdy Stout, Depart- 
ment of Surgery of the Presbyterian Hospital, and the Laboratory of Surgical 
Pathology, Columbia University, New York, N. Y. Ann. Surg., 120:826-42, 
Dec. 1944. (Nine new examples of this tumor are summarized and analyzed 
together with 95 previously reported cases. Of these 104 cases, only three are 
known to be free from evidence of persistence or metastasis more than 5 years 
after treatment. Diagnosis is made by biopsy and treatment is radical—high 
amputation and possible regional node dissection. ‘There is no proof that ra- 
diotherapy is effective.) 

Synovial Sarcoma and Normal Synovial Tissue Cultivated in Vitro. M. R. 
Murray, Arthur Purdy Scott and I. A. Pogoeff, Surgical Pathology Laboratory 
of the College of Physicians and Surgeons, Columbia University, and the De- 
partment of Surgery, Presbyterian Hospital, New York, N. Y. Ann. Surg., 
120:843-51, Dec. 1944. (The synovial sarcoma appears to be a distinct type of 
neoplasm exhibiting certain similarities to the mesothelioma.) 


Supervoltage (One Million Volt) Roentgen Therapy at Walter Reed General 
Hospital. Milton Friedman (Major, M.C., A.U.S.). S. Clin., North America, 
1424-32, Dec. 1944. (Million voltage roentgenotherapy produces more effec- 
tive destruction of the tumor so that the total number of treatments and 
duration of the course of treatments is materially reduced. Skin reactions are 
relatively mild. The increased depth dose entails greater risk of damage to 
adjacent normal tissue but this risk is outweighed by the beneficial effects on 
the tumor. Some lesions formerly considered radio-incurable may now be 
considered as radiocurable. Better results can be obtained in some lesions 
with 1,000 kv. than with 200 kv.) 


The Racial Distribution of Cancer. II. Tumors of the Kidney, Bladder and 

Male Genital Organs. Robert Schrek (Major, M.C., A.U.S.), Tumor Re- 

. search Unit, Veterans Administration, Hines, Ill. Ann. Surg., 120:809-12, Nov. 
1944. (Cancer of the penis and scrotum and possibly cancer of the prostate 
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occur relatively more frequently in colored than in white men. Colored men 
below the age of 50 had a relatively low incidence of cancer of the testis, but 
above that age the incidence was as high as in white men. Colored men but 
not colored women had a relatively low incidence of cancer of the bladder. 
Tumors of the kidney occurred equally frequently in white and colored in- 
dividuals.) 


Genetic Aspects of the Cancer Problem; Preliminary Report on a Survey of 
Constitution as Related to Cancer. Fritz Blank, New York, N. Y. Arch. Surg., 
49:301-15, Nov. 1944. (Presents a preliminary report on the findings of the 
Survey on the Constitution of Cancer by the Bureau of Human Heredity. The 
conclusions supported by the evidence collected so far indicates that there is a 
general inherited disposition, “whether of susceptibility or refractoriness,” to 
formation of tumor. In certain persons factors exist that govern the localiza- 
tion of the disease. In persons with inherited general susceptibility and in- 
herited “favorable internal environment” in certain tissues cancer may develop 
in such tissues with little or no irritation or other external stimulus.) 

Primary Carcinoma of the Extremity. Harold M. Clarke, Barnard Free Skin and 
Cancer Hospital, St. Louis, Mo. Surg., Gynec. & Obst., 79:669-72, Dec. 1944. 
(In 214 cases of primary skin cancer affecting the extremities, an upper ex- 
tremity was involved in 85 per cent of cases, a lower extremity in 15 per cent. 
Squamous cell carcinoma which is characteristically of low grade malignancy, 
occurred 8 times more frequently than basal cell carcinoma. In superficial or 
slightly fixed lesions local excision is indicated; amputation in extensive and 
fixed lesions. Regional lymph node dissection is indicated if the nodes are en- 
larged or ‘“‘enlarging,’’ and may be indicated in some cases in which the lymph 
nodes are not palpable.) 

The Clinical Diagnosis of Malignancies. Hugh Jeter, Oklahoma City, Okla. 
J. Oklahoma M. A., 37:435-39, Oct. 1944. 

Castration for Advanced Malignant Growth: Short Historical Review with a 
Case Report. Wm. E. Howes, Brooklyn, N. Y. Radiology, 43:272-74, Sept. 
1944. (A case report showing that orchiectomy had no effect in retarding the 
growth or diminishing the symptoms of a malignant melanoma of the con- 
junctiva of the left eye. Autopsy revealed widespread metastases. Caution is 
suggested before castration in cases of malignant growth other than those with 
primary lesions of the breast or prostate.) 

Report of Cases From St. Mary’s Hospital Tumor Clinic. Chauncey B. Wright, 
Siegfried Werthammer, and Cole D. Genge, Huntington, W. Va. West Vir- 
ginia M. J., 40:327-29, Oct. 1944. (12 case reports.) 


6, Neurosurgery 


CRANIOCEREBRAL WAR WOUNDS; OBSERVATIONS ON 
DELAYED TREATMENT 
Henry G. Scuwartz (Major, M.C., A.U.S.) and Grorce E. RouLHAC 
(Capt. M.C., A.U.S.) 
Ann. Surg., 121:129-51, Feb. 1945 


_ In 130 cases of fracture of the skull treated at a General Hospital 
in the North African Theater of Operations, 74 were battle casualties, 
and the remainder due to accidentally incurred injury. Twenty-one 
cases are reported in detail, illustrating various problems in the treat- 
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ment of craniocerebral injuries. In cases treated soon after injury, 
complete debridement with closure of the wound in layers without 
drainage is the treatment of choice. In cases of this type local sulfon- 
amide has not been employed as a rule. Sulfadiazine is given orally 
or parenterally in cases in which infection is suspected. In some cases 
in which patients were not received at the hospital until more than 
24 hours after injury, satisfactory results were obtained by thorough 
debridement and closure without drainage; in one case this method of 
treatment was successful as late as 32 days after injury. In the authors’ 
opinion, if there are not facilities for definitive neurosurgical therapy 
in the forward areas, patients with head wounds should be transported 
to hospitals where such facilities are available rather than be given in- 
adequate early treatment. Before evacuation from the forward area, 
the scalp should be shaved and a sterile dry dressing with sulfonamide 
crystals applied. 

In debridement of craniocerebral injuries, retained bone frag- 
ments, with or without foreign materials, should be removed, as they 
are the most common source of persistent suppuration. Metallic 
foreign bodies do not usually act as a focus of infection, but they 
should be removed if readily accessible and their removal does not in- 
volve severe functional damage. If, however, a retained metallic 
foreign body is inaccessible or is in a vital area, no attempt should be 
made to remove it unless it causes abscess formation later. Packing 
with sulfanilamide-vaseline gauze is not indicated in the treatment of 
craniocerebral wounds. Fascial or periosteal transplants have been 
employed to close dural defects and “restore anatomic relations” in 
cases treated soon after injury. But the use of fascial transplants in 
late cases involves danger of persistent infection unless debridement 
is known to have been complete. Cerebral hernia occurred either in 
cases incompletely debrided and closed and broken down by infection, 
in cases debrided but not closed tightly, or in cases so badly infected 
when first treated that closure was considered “unwise.” In cases 
without retained material, the wounds have been dressed with fine 
mesh vaseline or boric ointment-impregnated gauze after preliminary 
cleansing with boric acid solution or wet saline dressings. If there 
are retained bone fragments, these should be removed and drainage 
instituted. 


NERVE GRAFTS: THE IMPORTANCE OF AN ADEQUATE 
BLOOD SUPPLY 


I. M. Tartov and J. A. Epstein 


Neurosurgical Service and the Department of Laboratories, Jewish Hospital of Brooklyn, and 
Neurosurgical Service of the Flower and Fifth Avenue Hospitals, New York, N. Y. 


J. Neurosurg., 2:49-71, Jan. 1945 


Very good recovery of sensory and motor function may follow the 
introduction of fresh homologous cadaver grafts into sciatic nerve 
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defects in dogs. Satisfactory restoration of function has in fact oc- 
curred with the use of homografts stored in serum at a temperature of 
approximately 5 5° C. for 24 to 48 hours. However, complete absorp- 
tion occurred in 8 of 50 fresh sciatic homografts and in 4 of 50 sciatic 
autografts. In all thick grafts varying degrees of necrosis and fibrosis 
appear to be inevitable. Adequate vascularization is a most important 
factor in determining the take of a nerve graft. Revascularization of 
nerve grafts develops by the ingrowth of blood vessels from the host 
stumps and also from the surrounding tissue. Massive necrosis of a 
graft may occur if blood vessels present in the surrounding tissue are 
prevented from entering it. There is, then, no justification for the 
practice of interposing an impermeable membrane between the graft 
and the surrounding tissue. Although it is imperative that the bed for 
a nerve graft consist of well-vascularized tissue, it has proven futile to 
attempt to increase the blood supply of nerve grafts by the application 
of fat-areolar tissue or muscle flaps to them or by tunneling the grafts 
through muscle. 

In the present small series of experiments on the use of cable homo- 
grafts compared with single thick homografts the results were only 
slightly better with the former. Nevertheless, cable grafts seem pre- 
ferable to single grafts for the repair of defects in large nerves since 
autologous nerves would be available for forming these grafts. On 
the other hand, if single thick grafts were used, cadaver material would 
be required. Since necrosis and subsequent fibrotic changes are more 
apt to occur in homografts than in autografts, the latter should be used 
whenever possible. 

When cable grafts are used, the strands should be bound together 
with plasma only at the ends, so that the intervening segments may be 
separated in the bed of the graft in order to more readily acquire an 
adequate blood supply. ‘The use of plasma clot is essential for sutur- 
ing cable grafts since considerable damage to the strands accompanies 
the use of thread suture, and in all better unions are obtainable with 
the plasma clot technique. 17 references. 8 figures. 


PENICILLIN IN HEAD AND SPINAL WOUNDS 


HucGuH Cairns (Brigadier, R.A.M.C.) 
Brit. J. Surg., 32:199-207, Supplement to July 1944 


In the treatment of head and spinal wounds, penicillin has proved 
of undoubted value, but is not effective unless dirt, hairs, bone chips, 
pulped brain, blood-clot and such missiles as are easily accessible are 
first removed by surgical excision. In recent wounds of the brain (up 
to 72 hours old) calcium penicillin in the form of a powder (5,000 
units penicillin per gm. of one of the sulfonamides) can be applied and 
primary closure done. In 129 cases treated by this method, fatal infec- 
tion occurred in only 2 cases. In older brain wounds in which pus is 
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already present, penicillin may be employed in different ways. After 
excision and primary closure, penicillin solution (sodium or calcium 
penicillin 250 to 1,000 units per cc.) is instilled through tubes twice a 
day for 3 to 5 days. In 23 cases treated by this method, only 3 sub- 
sequently developed major intracranial infection. ‘The wound may be 
cleaned surgically and left open for 2 to 3 days, while penicillin 
powder is applied once or twice daily; the wound is then closed by 
secondary sutures. Or, if the scalp is found to be grossly infected, the 
wound is excised in the usual way, the scalp partially closed, and 
penicillin given systemically for 2 to 4 days. 

In wounds involving the ventricles with definite or potential ven- 
triculitis, penicillin solution should be injected into the ventricle or 
lumbar theca in amounts of 4,000 to 8,000 units once a day, employ- 
ing a solution of 100 units per cc. ‘This should be continued as long 
as there is any evidence of ventricular infection. ‘The source of in- 
fection must also be removed by ‘‘surgical toilet’ of the wound. Ifa 
brain abscess develops in a wound within a few weeks after injury, 
open drainage with removal of accessible bone chips is indicated, and 
instillations of penicillin solution through an indwelling tube 2 or 
3 times a day. 

Before operation for removal of a chronic brain abscess, closure of 
a cerebrospinal fistula, or repair of the dura after orbito-frontal or 
naso-frontal wounds, or wounds involving the petrous temporal bone, 
a single injection of penicillin, 4,000 to 8,000 units, should be given 
into the lateral ventricle or lumbar theca as a prophylaxis against 
meningitis. The penicillin solution used for injection into the 
cerebrospinal pathways should be passed through a Seitz filter and ad- 
ministered with all aseptic precautions to prevent contamination with 
organisms resistant to penicillin. 

In addition to penicillin used locally, the oral or intravenous ad- 
ministration of sulfadiazine or sulfamethazine is also recommended 
for the prevention and treatment of meningitis in wounds of the head 
in which there is intracranial infection or risk of infection. 


FIBRIN FOAM AS A HEMOSTATIC AGENT IN REHABILITA- 
TION NEUROSURGERY 
3ARNES WoopHALL (Major, M.C., A.U.S.) 
J. A. M. A., 126:469-71, Oct. 21, 1944 


Fibrin foam has been used as a hemostatic agent in 226 neuro- 
surgical operations completed in an Army Neurosurgical Center. The 
technical procedures have consisted of peripheral nerve neurolysis, 
neurorrhaphy and nerve graft, excision of cerebral scar with tantalum 
plating of skull defects, hemilaminectomy for rupture of an_inter- 
vertebral disk, craniotomy for tumor, laminectomy and debridement 
for acute cerebral injury. In each instance, the desired hemostatic 
effect has been secured promptly and contributed largely to the execu- 
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tion of the particular operation. No clinical untoward reaction, that 
could have been attributed to the use of fibrin foam, has been ob- 
served. ‘There were but two opportunities to observe a possible tissue 
reaction to fibrin foam, and these negative observations were con- 
sistent with those previously reported. ‘The conclusion is reached that 
the application of this method of hemostasis to war injuries of the 
brain seems most promising. 


7, Skull 


CLOSURE OF DEFECTS OF THE SKULL WITH TANTALUM 
W. JAMES GARDNER 


Cleveland Clinic, Cleveland, Ohio 
Surg. Gynec. & Obst., 80:303-12, March 1945 


As a result of experience with 15 cases reported, the author con- 
cludes that tantalum is an almost ideal material for the repair of 
cranial defects. It can be used to repair either surgical or traumatic 
defects, whether they are fresh or old. A sheet of tantalum 0.0125 
inch (0.3 mm.) thick is sufhciently rigid to afford adequate protection 
over a cranial defect of any size, yet it can be readily shaped at the 
operating table to conform to the contour of the skull. The necessary 
implements are a pair of tin shears, a metal punch, a round-headed 
hammer, and concave wooden block. Small tantalum screws provide 
the best method for fastening the implant to the skull, providing not 
only perfect fixation but also permitting the operator to draw the 
edges of the implant down against the skull and thus save time which 
would otherwise be spent in meticulous shaping of the implant to the 
contour of the skull. 

‘Tantalum screws of proper size are not yet on the market. ‘Those 
used in the cases described were made by hand. In these 15 cases, 
there were 7 instances of large unrepaired dural defects beneath the 
implant. In 5 of these significant collections of cerebrospinal fluid 
developed between the scalp and the implant, which persisted for some 
weeks, apparently until the new formed dura became watertight. 
These fluid collections did not prolong hospitalization nor impair end 
results. In later cases the accumulation of fluid was controlled by a 
few turns of elastic bandage over the dressing. ‘The author believes 
it preferable to control this fluid accumulation by elastic bandage or 
aspiration rather than to place another extraneous material next to 
the brain. 3 

There was | case of infection in the series, with a fatal outcome. 
It was due to an error in judgment in operating too soon after a scalp 
infection. One patient came to autopsy 814 months after operation. 
The implant showed no signs of corrosion nor did the bone beneath 
it show any evidence of irritation or proliferation. The dura beneath 










































370 





QUARTERLY REVIEW 


OF SURGER) 





the implant was just as normal as that beneath the intact portion of 
the skull. The findings at this autopsy and at second operations in. 2 
cases indicate that, in cases of brain tumor in which subsequent opera- 
tions are anticipated, it may be well to discard the bone flap and close 
the defect with tantalum, thus avoiding the difficult, traumatizing and 
time-consuming procedure of re-elevating the adherent bone flap. The 
one disadvantage of tantalum for cranioplasty is its x-ray density. Only 
careful study of the individual conditions will permit the roent- 
genologist to deliver a satisfactory dose to a tumor beneath a tantalum 
implant. ‘The possibilities of tantalum cranioplasty in war surgery 
are discussed. 17 references. 6 figures. 


THE TECHNIQUE OF TANTALUM PLATING OF SKULL 
DEFECTS 
ARTHUR J. HemperGer (Lt. Col., D. C., A. U. S.), BENJAMIN B. Wuitcoms 
(Capt., M. C., A. U.S.) and Barnes WoopHaLt (Major, M. C., A. U. S.) 


The Neurosurgical and Oral Surgical Sections of the Walter Reed General Hospital. 
Washington, D. C. 


J. Neurosurg., 2:21-25, Jan. 1945 


Following the experimental demonstration of the value of tantalum 
for repair of skull defects, by Pudenz, the first tantalum plating of a 
skull defect in the Walter Reed General Hospital was done by Lt. 
Col. R. Glen Spurling on September 28, 1942. The present report is 
concerned with the operative techniques that have evolved during the 
repair of 42 various skull defects. A later report will include case 
records in detail. The development of technique in the earlier cases 
is described, as well as the techniques for forming and fixing the plates 
found adequate in the last 30 cases treated. 

For preparation of the plate the margin of the skull detect is out- 
lined with an indelible pencil following removal of the hair. The 
scalp and hair are lubricated with vaseline. Dental compound, 
softened in warm water, is molded into the defect and surrounding 
skull contours until it is hard. A model is then poured with dental 
stone or ordinary plaster and the depressed area in the cast is filled 
with wax and contoured to fit the adjacent skull lines. A mold is made 
and a die poured, with zinc. ‘The die is painted with a solution of talc 
and alcohol. Moldine is adapted about the circumference of the die 
to act as a matrix for the counter die of poured lead. The required 
size of .015-inch tantalum plate is roughly fashioned with at least | cm. 
greater diameter than assumed necessary, since the defect may be en- 
larged at operation. The plate is swedged between the die and 
counter die with a hand or hydraulic press. After the initial press, the 
edges of the plate are smoothed with carborundum and polished with 
an abrasive disc. A single hole, 2 mm. in diameter, is bored in the 
purposed dependent portion of the plate for drainage purposes and 
the plate is reswedged. Before operation, the plate is cleansed in labo- 
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ratory cleansing fluid, washed in running water and sterilized in an 
autoclave. 

The area of skull defect is exposed, frequently by means of the 
standard craniotomy incision. ‘The pericranium is incised | cm. about 
the border of the defect and this portion is removed. Indicated bone 
resection, cerebral scar resection, dural repair, removal of excess tissue 
or other measures are carried out. With the lineator the border of 
the proposed ledge in the outer table is cut circumferentially 4 cm. 
from the skull defect. ‘The ledge is formed to a depth slightly ex- 
ceeding the thickness of the tantalum plate with a Stout No. 3 dental 
chisel. Ihe preformed tantalum plate is adapted to fit the diameter 
of the ledge by cutting with heavy scissors. With the plate held in 
place by digital pressure, seats for the tantalum points, much like 
glazier points, are made with the perforator. ‘The points, usually 4 to 
6 in number and made of .020-inch tantalum, are tapped into place 
with the wedge director, completing fixation of the plate. Sulfanila- 
mide powder is dusted beneath and above the plate and sulfadiazine 
is given orally for 10 days following repair. The craniotomy wound 
is closed with the customary 2 layers of interrupted fine silk or nylon 
sutures without drainage. ‘The repair is carried out in uncomplicated 
cases under local anesthesia and patients are allowed up within 24 
hours. 

The debridement of bone in acute injuries of the skull, or the 
removal of a skull tumor or sacrifice of a bone plate following 
craniotomy, may suggest the necessity for a secondary repair of the 
resultant skull defect. Such repair may be facilitated by preliminary 
preparation of the operative field. After the indicated procedure is 
completed, the edge of the resulting skull defect is ledged. An im- 
pression of the ledge and the extent of the defect is made with auto- 
claved dental compound and the tantalum plate is prepared. Prior to 
closure of the primary wound, a sheet of tantalum foil is placed over 
the defect, extending well beyond the margins of the circumferential 
ledge. Fixation of the tantalum plate may then proceed without fur- 
ther dissection. ‘Three illustrative cases are described. 7 references 
4 figures. 

REFERENCES TO CURRENT ARTICLES 

Cranioplasty with Tantalum Plate: Report of Eight Cases. Dean H. Echols and 
A. Colclough, ‘Tulane University and Ochsner Clinic. Surgery, 17:304-14, 
Feb. 1945. (A technique for preparing tantalum plates for cranial defects is 

described. Satisfactory results were obtained in all but 2 of 8 cases treated.) 
Eosinophilic Granuloma of the Skull. John Raaf, Department of Surgery, Uni- 
versity ot Oregon Medical School, Portland, Oreg. West. J]. Surg., 53:1-4, Jan. 
1945. (Eosinophilic granuloma occurs in children and young adults and is 
believed to be an inflammatory reaction to some unknown agent or infection. 
It is believed to be the most benign and localized form of the basic disorder in- 
cluding besides this condition also those known as Letterer-Siwe’s disease and 
Schiiller-Christian’s disease. ‘Treatment of eosinophilic granuloma of the 


bone consists of curetting of the lesions and x-ray therapy. Some cases have 
undergone spontaneous resolution.) 
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Repair of Cranial Defects with Tantalum. Frank H. Mayfield (Major, M.C., 
A.U.S.) and Louis A. Levitch (Capt., M.C., A.U.S.). Am. J. Surg., 66:319-32, 
Feb. 1945. (Presentation of data from 20 cases with a description of the 
technic of preparation and insertion of the plate. Two illustrative case re- 
ports. It is concluded that tantalum more nearly fulfills the requirement of 
the ideal material for cranial repair than any other material now in use. The 
plate should be perforated and anchored.) 


Compound Injuries of the Skull and Their Management. Calvin M. Smyth, Jr, 
and T. A. Ranieri (Lt. (J.G.), M.C., U.S.N.R.3. Surg. Clin, North America, 
1337-52, Dec. 1944. (Six cases are described in detail demonstrating various 
types of wounds and extent of injuries. ‘The management of compound in- 
juries of the head region are outlined and a dressing described for compound 
fractures of the skull. All wounds of the skull are treated as potentially 
infected and operation is performed if possible within 6 hours of injury. The 
dressing described is a sterile petrolatum gauze, which by absorption of 
wound secretions becomes a rigid bandage within 48 hours, and is removed 
after 15 days.) 


8. Brain 


INTRACRANIAL FIBROSARCOMAS OF THE DURA MATER 
IN CHILDHOOD: PATHOLOGICAL CHARACTERISTICS 
AND SURGICAL MANAGEMENT 


OrvitLe T. Battey and Franc D. INGRAHAM 


Departments of Pathology and Surgery, Harvard Medical School, and the Surgical Service of 
The Children’s Hospital, Boston, Mass. 


J. Neurosurg., 2:1-15, Jan. 1945 


‘Three cases of intracranial fibrosarcoma of the dura are described 
in detail. ‘The tumors resembled each other very closely in histological 
appearance. All 3 consisted of rapidly proliferating cells of fibro- 
blastic type in varying stages of maturity. ‘These cells were laying 
down collagen fibers. Mitotic figures were present and there was evi- 
dence of rapid growth. ‘They corresponded quite clearly, therefore, to 
fibrosarcomas, in whatever connective tissue they arise. From the 
standpoint of operative findings and gross examination, however, the 
3 tumors fall in 2 distinct groups: one group being diffuse and sac- 
cular, while the other was solid and localized. ‘These tumors must be 
clearly differentiated from sarcomas of the leptomeninges. All 3 pa- 
tients were under 5 years of age. 

Fibrosarcomas of the spinal dura present a clinical syndrome oc- 
casioned by a space-occupying lesion compressing the spinal cord. 
However, the solid localized fibrosarcoma of the cerebral meninges 
reported in the present paper produced its clinical syndrome by in- 
crease of the intracranial pressure and localized compression of the 
underlying cerebral tissue. ‘The diffuse saccular fibrosarcomas re- 
sulted in clinical manifestations more like those of subdural hematoma. 
These resemblances were sufficiently striking for | case to be referred 
to the hospital with a tentative diagnosis of subdural hematoma. ‘The 
confusion was less marked in the other case because of asymmetry 
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of the skull, which pointed directly toward a diagnosis of invasive 
neoplasm. 

Because of the hopeless prognosis, it would seem that exploration 
might be contraindicated if brown, semi-gelatinous fluid is obtained in 
the course of ventricular tap. It is better, however, to explore all 
patients suspected of having malignant dural tumors. The exact char- 
acteristics of the lesions can then be visualized; however, too few in- 
stances have been studied to permit general conclusions. It is difficult 
to determine pre-operatively that one is not dealing with a limited re- 
movable tumor containing a cyst. The evidence from the present 
small series suggests that solid fibrosarcomas of the dura may be local- 
ized and favorable for extirpation, while those of the diffuse saccular 
type are hopeless. Failure to explore might prevent successful sur- 
gery on a benign lesion. 

In cases of fibrosarcoma of the dura in which the underlying brain 
tissue is intact, it might seem worth while to try roentgen treatment. 
If the tumor could be controlled by this means before irreversible sec- 
ondary changes have developed in the cerebral tissues, a favorable 
result might be expected. ‘The first patient died 3 months following 
operation after initial temporary improvement with roentgen therapy. 
In the second case irreparable damage had already been done to the 
brain tissue so that no form of therapy could be expected to fully 
restore the patient, who was living, but in poor condition 7 months 
after operation. In the third case of localized solid fibrosarcoma sur- 
gery effected a cure with complete regression of neurological findings 
and satisfactory growth and intellectual development for a follow-up 
period of 6 years. 17 references. 13 figures. 





THE ETIOLOGY OF CEREBRAL ABSCESS AS A 
COMPLICATION OF THORACIC DISEASE 


J. Leicgn Co.tis 


Birmingham, England 
Hunterian Lecture at Royal College of Surgeons 
J. Thoracic Surg., 13:445-70, Dec. 1944 


To clarify the etiology of cerebral abscess as a complication of 
thoracic disease, 46 cases were collected from three hospitals. ‘The first 
44 cases were used for statistical purposes, details of which are tab- 
ulated. ‘The information from a review of the literature and various 
sources demonstrated certain points. First, it was found that this con- 
dition affects preponderantly the male sex. Second, although no age 
group was exclusively involved, people in late adult life were most 
frequently affected. In a series of 10,502 unselected autopsies, Nick- 
erson found 12 instances of cerebral abscess associated with thoracic 
disease. With regard to the relation between this type of cerebral 
abscess and cerebral abscess from all other causes, it would seem that 
about 14 per cent of all cerebral abscesses are associated with thoracic 
disease. It has been stated that 20 per cent of bronchiectatic patients 
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eventually develop a cerebral complication. ‘The author's figures gave 
an incidence of 5.5 per cent. Cerebral complication occurred in 1.9 
per cent of cases with empyema, accounting for 16° per cent of the 
mortality. With lung abscess, the corresponding figures were 4.5 and 
20) per cent. 

It has been stated that brain abscesses occur only after chronic 
empyemas of more than 3 months’ standing. All collections of cases 
show that, except in 4 per cent, brain abscesses in this group are sec- 
ondary to bronchiectasis, lung abscess or empyema. In the remain- 
ing group are found pulmonary tuberculosis, carcinoma, pneumonia 
and congenital heart disease. Cerebral abscess associated with thoracic 
disease is more rapidly fatal than brain abscess from other causes, 
Death occurs within an average period of 10 days. In the present 
series the average period of survival was 13 days. 

It is rare to find more than one abscess in the brain. In the pres- 
ent series, 5 of 43 patients had other abscesses present. No special 
area seems to show a predilection for such additional abscesses.  Sur- 
gery seems to add to the risk of cerebral abscess. ‘“Iwenty-nine of the 
author's cases followed surgical treatment. ‘The abscesses always had 
a clear-cut wall. ‘Treatment of this condition has been most unsatis- 
factory. Only two recoveries have been reported following surgical 
drainage and these were both of the chronic type. 

Following a discussion of the etiology of this complication, the 
author attempts to explain how these abscesses are produced and espe- 
cially the role of the spinal vessels. 

Thrombosis starts close to the pulmonary inflammatory lesion and 
gradually extends from the capillaries to larger venules. It spreads 
to vessels of the chest wall through vascularized adhesions between the 
lungs and chest wall. Later the thrombus involves the walls of the 
larger veins and later still breaks up, forming emboli in the blood 
stream. ‘These usually affect the intercostal veins and are thus carried 
to the azygos vessels, thence to the superior vena cava and pulmonary 
bed, without ill effect. If, however, the thrombus becomes detached, 
when conditions favor a reversed flow in the spinal veins, then it may 
enter this system and be carried to the brain. 

The author then shows how this theory explains the facts of the 
case. He concludes that infected material from the chest is carried 
to the brain via the spinal veins and that, if this material is infected 
with anaerobic or microaerobic organisms, it is then more likely to 
result in abscess formation. 

With regard to the clinical significance of this theory, it is sug 
gested that, when a rib resection is performed for surgical drainage, 
the intercostal veins should be occluded so that there will be no chance 
of a process of thrombosis spreading to them. In empyema and lung 
abscess the condition only follows chronic cases. ‘This allows good 
reason for hope that with empyema, at least, modern treatment of the 
primary disease will materially reduce the incidence of the cerebral 
complication. 41 references. 12 figures. 14 tables. 
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DISABILITY ARISING FROM CLOSED HEAD INJURY 


DerREK DENNY-BROWN 


Boston City Hospital and Harvard Medical School 


JAMA, 1 


127:429-36, Feb. 24, 1945 


A group of 200 cases of head injury admitted to the Boston City 
Hospital was followed for intervals of 6 months or longer. Fifty-three 
per cent of the injuries were due to traffic accidents and relatively few 
were of great severity, consisting chiefly of closed head injury with 


varying degrees of scalp injury and loss of consciousness. 


‘Twenty- 


seven patients had post-traumatic amnesia lasting over 12 hours, 22 


patients over 2 days, 8 over 7 days. 


dence of fracture of the skull. 


Eighteen patients had clear évi- 


One hundred and ten patients (55 per 
cent) complained of symptoms in convalescence. 


The symptoms were 


related to structural physical disorder in 16 patients, to psychiatric 


symptoms in 70, to headaches in 81, and to dizziness in 68. 


‘These 


symptoms were frequently associated, but each could occur alone. The 
association of headache, dizziness and psychiatric symptoms (‘‘post- 
concussion syndrome’’) occurred in 30 patients. 

Absence from full occupation occurred in 30 cases by reason of 


other injuries or unrelated causes. 


In the remaining 170 patients, 136 


returned to full occupation within 2 months, 16 in the third and 
fourth months, 4 in the fifth and sixth, 9 between 6 and 9 months 


and 5 nine months or more after injury. 
variable relationship to the various post-traumatic symptoms. 


Such disability has a 
Psychi- 


atric symptoms had the highest correlation with prolonged disability. 
Factors of bad prognostic significance i in relation to return to occu- 
pation within 2 months of the injury and within 6 months of the injury 


were analyzed. 


FACTORS OF BAD PROGNOSTIC SIGNIFICANCE 


IN RELATION 


Within 2 Months 


Disorientation over 7 days 

Disorientation 1-7 days 

Transient abnormality — in 
encephalogram 

Initial restlessness or excitement 

Abnormality in reflexes 

Other disease or injury complicating 
convalescence 

Questions of compensation or litigation 

Fracture of the skull 

Blood in cerebrospinal fluid in first 
2 days 

Initial apathy 

Defect in intellectual performance late 
in hospital stay 

Age over 40 years 


electro- 


[In each case features indicative of severity of injury and _ those 


TO RETURN 
Within 6 Months 

Disorientation 1-7 days 

Laceration of scalp with compound 
fracture 

Initial apathy 

Age over 40 years 

Injury to other parts 

Disorientation over 7 days 

Blood in cerebrospinal fluid in first 
2 days 

Fracture of the skull 

Abnormality in reflexes 

Initial emotional disturbance 

Other disease or injury complicating 
convalescence 

Electroencephalographic abnormality 

Questions of compensation or litigation 
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indicative of psychologic stress were intermingled. The symptoms 
associated with prolonged disability, whether the injury had been 
severe or mild, were predominantly mental symptoms related to 
anxiety. Even after severe injuries, cranial nerve paralysis, dizziness 
and headache, and personality change accounted for a minor part of 
disability. Intellectual disorder played no significant part. The 
environmental factors of the injury were more important than its 
severity in accounting for disability, but neither of these items can be 
neglected in the assessment of prognosis. “The extensive association 
between head injury and psychiatric factors suggests possible benefits 
from psychiatric treatment. 17 references. 7 tables. 


PSYCHOSURGERY: AN EVALUATION OF ‘TWO HUNDRED 
CASES OVER SEVEN YEARS 
W. FREEMAN and JAMEs W. Warts 


Washington, D. C. 
J. Ment. Sc., 379:532-37, April 1944 


Psychosurgery consists in surgical operation on the anatomically 
intact brain for the purpose of relieving mental symptoms. Devised 
in 1935 by Egas Moniz, this investigator the following year published 
a monograph detailing results in the first 20 cases. With a series of 
204 cases in all, the present authors discuss the adjustment of 154 living 
patients over a period ranging from 6 months to 7 years. 

The basic operation is fully described, with different patients re- 
quiring the severance of different amounts of frontal lobe fibers for 
relief from their mental disorder. ‘Those showing more or less pure 
affective reactions respond to minimal interruptions, whereas those 
with long-standing obsessive neuroses or schizophrenia require full 
treatment. Reoperations were necessary in 20 per cent of cases, some 
recovering only after a third operative procedure. Indolence and lack 
of tact are the two main manifestations of patients for some weeks 
following pre-fontal lobotomy. 

Success can be anticipated in cases almost in proportion to the 
manifestations of emotional tension. A patient with agitated depres- 
sion or chronic anxiety is the ideal candidate for operation. A study 
of living patients, 154 in number, 6 months to 7 years after lobotomy, 
showed = to be regularly employed, 6 partially employed, 30 keeping 
house, 27 at home and 12 in institutions. 4 references. 


COMPOUND CRANIOCEREBRAL INJURIES 


WittiAM J. GERMAN, BERNARD S. Bropy and SAMUEL C. HARVEY 


From the Department of Surgery, Yale University School of Medicine 
Surgery, 16:874-85, Dec. 1944 





Sixty-four cases of compound craniocerebral injuries, 9 of which 
were due to missiles, were treated at the New Haven Hospital between 
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1928 and 1942. Sixty patients were operated upon; 4 patients died 
within 114 hours after admission to the hospital. No patient was 
denied operation because he was considered too poor a risk. More 
than one-third of the patients arriving in deep coma survived. Delay 
does not seem warranted in these cases; operation was begun within 
6 hours in all but 2 patients. Moderate shock was present at the 
beginning of operation in only 4 cases. With present methods for 
treatment of shock it should be possible to ‘correct this condition 
within 6 hours except in the most severe intracranial injuries and in 
patients with continuous bleeding in the abdomen or thorax. 

The general policy in treatment was as follows: (1) immediate 
treatment of shock if present; (2) inspection but not palpation of the 
wound; (3) x-ray for extent of fracture, especially for depression and 
sinus involvement; (4) operation within 6 hours in all patients sur- 
viving the preparatory period (usually 2 hours). 

Thorough débridement of the scalp, cranial wound, and devital- 
ized brain tissue was stressed. ‘The bone removal was usually en bloc 
for the comminuted and depressed fractures, unless the frontal or 
sagittal sinuses were involved, in which instance fragments were re- 
moved. Complete excision of the scalp and brain wounds and removal 
of foreign bodies from the brain were considered essential in averting 
infection. Serious infection occurred in only 2 patients in this series, 
1 of whom died; the mortality from infection was 2 per cent. 

The total mortality for the entire series of 64 cases was 26.5 per 
cent, the projectile injuries (9 cases) accounting for 35.3 per cent of 
the total deaths. ‘The operative mortality of all compound cranio- 
cerebral injuries in this series was 21.6 per cent. ‘There were 52 
patients operated upon for injuries not produced by projectiles, with 
an operative mortality of 15.4 per cent. One-half of the postoperative 
deaths occurred in patients over 60 years of age. 9 references. 9 tables. 

REFERENCES TO CURRENT ARTICLES 

Post-traumatic Vertigo and Dizziness. Arnold P. Friedman, Charles Brenner and 
D. Denny-Brown, Boston City Hospital and Harvard Medical School, Boston, 
Mass. J. Neurosurg., 2:36-46, Jan. 1945. (Of 20 consecutive cases of head 
injury, 51 per cent complained of post-traumatic dizziness or vertigo at some 
time after injury; 34 per cent noted these symptoms after hospital discharge, 
and 16 per cent during hospital stay; 6 per cent complained of true vertigo 
at some time after injury. There is little evidence that dizziness is related to 
damage to the vestibular end-organ. In 5 cases of vertigo there was damage 
to the brain stem. Lesser degrees of dizziness could not be differentiated from 
anxiety syndromes.) 


Intraventricular Penicillin: A Note of Warning. Herbert C. Johnson and A, Earl 
Walker, University of Chicago, Ill. J.A.M.A., 127:217-19, Jan. 1945. (A boy 
of 22 months with staphylococcus albus infection of the ventricular system was 
treated with intraventricular injection of 50,000 Oxford units of penicillin. 
Within an hour the patient was comatose and in vascular collapse. Supportive 
therapy relieved the patient but clonic spasms persisted for several hours. 
Two days later when the infection recrudesced, 15,000 Oxford units were in- 
jected into the lateral ventricle with less severe reaction and finally treatment 
was continued without reaction. It is suggested that small amounts be used 
with caution.) 
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Functional and Structural Changes in the Monkey’s Brain During and After 





Concussion. R. A. Groat, W. F. Windle and H. W. Magoun. Northwestern 
University Medical School, Chicago, Ill. J. Neurosurg., 2:26-35, Jan. 1945, 
(Following experimental concussion differential functional alterations took 
place in the monkey as in the cat, the function of the motor cortex and other 
supranuclear regions being more adversely affected than that of cranial motor 
nuclei. Histological findings included differential chromatolytic changes in 
certain interneuron systems of the brain stem and changes in the pyramidal 
cells of the motor cortex.) 
ga ay Central Scotoma, A Pitfall in Diagnosis. Arthur D. Ecker (Capt. 
M.C., A.U.S.) and Eugene W. Anthony (Capt., M.C., A.U.S.). J. Neurosurg., 
9:47-48, Jan. 1945. (The central scotoma associated with amblyopia due to 
an error of refraction should be recognized as such and not confused with that 
due to involvement of the optic nerve An illustrative case is presented, in 
which recognition of the nature of the central scotoma was essential for its 
proper neurosurgical management.) 
Subdural Hematoma, Eric Oldberg, Univ. of Illinois College of Medicine, Chi- 
cago, Ill. M. Clin. North America, Chicago No. 62-72, Jan. 1945. (Subdural 
hematoma occurs after comparatively slight head trauma. The manner of 
the formation of the hematoma, its clinical symptoms, including “the vagaries” 
of this condition, and its surgical treatment are discussed. Five illustrative 
cases are reported, in 2 of which operation was done, with | recovery and | 
death; 1 showed a spontaneous remission; in another the diagnosis of subdural 
hematoma was disproved without operation; in the fifth case, the diagnosis 
was made only at autopsy, a history of head injury being obtained only after 
de .ch.) 
Radiographic Visualization of an Intracerebral Dermoid Cyst. Sidney W. Gross 
Capt., M.C., A.U.S.), Halloran General Hospital, Staten Island, N.Y. J. 
Neurosurg., 2:72-75, Jan. 1945. (This case is unique in that the lesion was 
evident in the plain x-ray films before air injection, appearing as a circum- 
scribed area of decreased density within the left frontal lobe. The patient 
had suffered a seizure, drowsiness and headaches, which disappeared following 
operation. In other respects the case was similar to intracerebral dermoids 
and epidermoids reported previously.) 
Emergency Treatment of Head injuries. William J. Van Den Berg, Sacramento, 
Calif. California & West. Med., 62:18-19, Jan. 1945. (In the emergency treat- 
ment of head injuries, treatment of shock is of primary importance and 
caretul observation of the patient for signs of increasing intracranial pressure. 
If sedation is needed, morphine should not be given; phenobarbital or paral- 
dehyde may be used, but oversedation is to be avoided. Stimulants may be 
necessary. If there is an open scalp wound, a tight sterile bandage should be 
applied until shock is overcome. Then the wound edges may be débrided, 
sulfanilamide sifted into the wound, and the wound closed without drainage.) 


The Management of the Head Injury Patient. C. Hunter Shelden (Lt., M.C., 
U.S.N.R.), Robert H. Pudenz (Lt., M.C., U.S.N.R.) and Winchell McK. Craig 
(Capt., M.C., U.S.N.R.). Division of Neurosurgery, Department of Surgery, 
National Naval Medical Center, Bethesda, Md. S. Clin. North America, 1444- 
Dec. 1944. (Description of emergency treatment and operation and of 
treatment of complications such as infections, defects, and post-traumatic 
epilepsy. In plastic closure of the scalp, extensive resection of injured areas 
yield improved cosmetic results. Discussion of use of drugs, blood derivatives 
and tantalum and vitallium.) 
Penicillin in the Treatment of Surgical Infections of the Central Nervous System. 
J. E. Hamilton (Capt., M.C., A.U.S.), B. B. Whitcomb (Capt., M.C., A.U.S.) 
and Barnes Woodhall (Major, M.C., A.U.S.). General Surgical and Neuro- 
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surgical Sections, Walter Reed General Hospital, Washington, D. C. S$. Clin. 
North America, 1389-1401, Dec. 1944. (Presentation of 12 cases treated by 
penicillin, including 6 brain abscesses, 4 epidural abscesses and 2 cases of 
traumatic meningitis. Only one patient died. Results attributed to adequate 
surgery combined with penicillin therapy. A unique case of cure of brain 
abscess secondary to lung abscess is presented. Dosage and routes of admin- 
istration are discussed.) 

Carotid Ligation for Intracranial Aneurysm: Report of a Case Studied by 
Electro-Encephalography. Lambert Rogers (Surg.-Capt., R.N.V.R.). Brit. J. 
Surg., 32:309-11, Oct. 1944. (Possibly the first case of carotid occlusion for 
intracranial aneurysm to be studied by electro-encephalograms. No serious 
changes were detected following temporary occlusion and so permanent occlu- 
sion was performed with benefit to the patient. It is suggested that the com- 
mon carotid artery should be divided between ligatures rather than tied in 
continuity.) 


9. Spine and Spinal Cord 


OSTEOTOMY OF THE SPINE FOR CORRECTION OF 
FLEXION DEFORMITY IN RHEUMATOID ARTHRITIS 


M. N. SmitrH-PeTERSEN, CARROLL B. LARSON and Orro E. AUFRANC 


Boston, Mass. 
J. Bone & Joint Surg., 27:1-11, Jan. 1945 


Surgical intervention in rheumatoid arthritis should be undertaken 
early, before secondary deformities develop. Flexion deformity of the 
spine frequently results from delayed surgical treatment of the hips. 
Such flexion deformity may be severe enough to demand surgical cor- 
rection. Osteotomy of the spine has yielded satisfactory results in a 
small series of 6 cases. ‘The technic of operation is described as follows: 
Through a midline incision at least 3 lumbar spinous processes are 
exposed; even if osteotomy is performed at one level only, the spinous 
process above and below that level must be completely exposed and 
excised to allow adequate retraction. ‘The supraspinous and inter- 
spinous ligamenta are then incised and reflected, followed by sub- 
periosteal reflection of muscle attachments from the spinous processes 
and laminae. ‘The spinous processes are then osteotomized into 
lamellae with a thin osteome, and are excised at their bases, thus allow- 
ing further reflection of the periosteum from the superior and inferior 
articular processes, exposing the intervertebral notch as well as the 
articular facets. ‘The reflection of the periosteum must be accom- 
panied by division of the muscular attachments to the ligamentum 
flavum. ‘The latter is then detached by means of a periosteum eleva- 
tor from the inferior margin of the lamina and inferior articular 
process, the elevator advanced anterior to these until it appears in the 
lateral intervertebral notch just above the articular facet. The ele- 
vator serves as a guide to the difection of the osteotomy through the 
superior articular process of the vertebra below and the inferior artic- 
ular process of the vertebra above. ‘The osteotomy is done in an 
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oblique plane, at an angle of approximately 45 degrees with the frontal 
plane. ‘The osteotomes should be narrow and _ thin-bladed; both 
straight and curved osteotomes are required. Gouges of the same type 
are sometimes useful. A rongeur with narrow jaws is indispensable. 
The osteotomy is performed at one, two or three levels, depending 
upon the extent of new-bone formation in relation to the facets and 
intervertebral discs. 

Upon completion of the osteotomy or osteotomies, leverage is 
applied in the direction of extension by raising the head and foot of 
the operating table very slowly. Following gradual narrowing and 
final obliteration of the oblique spaces between the laminae and be- 
tween the remnants of articular processes, the obliquity of the osteot- 
omy ensures locking and prevents serious displacement. By means of 
delicate osteotomes, bone flaps are raised from the laminae adjacent to 
the osteotomy, and the bone lamellae obtained from the spinous 
processes are inserted by means of a bone-graft carrier to bridge the 
gap between the laminae and hasten bony fusion in the corrected posi- 
tion. In closing the wound, close apposition of the split interspinous 
and supraspinous ligaments is important. A plaster shell is applied 
and worn for 4 to 6 weeks, followed by a plaster jacket or back brace 
to be worn continuously for a year or longer. ‘To guard against re- 
current deformity, the brace should be worn part of the day for 2 
or 3 years postoperatively, and the patient should be given exercises for 
control of posture and to maintain chest expansion. 

The authors emphasize the importance of certain aspects of the 
technic. ‘Thus it is considered more important to follow structural 
planes and preserve hemostasis than to save a few minutes in operating 
time. A dry field is most important. ‘The spinous processes must be 
excised before attempting to expose articular processes and the inter- 
vertebral notch. If the ligamentum flavum is found ossified, it should 
be kept in mind that the dura may be adherent to it and is, therefore, 
easily punctured. Care must also be exercised to avoid injury to the 
dura and spinal nerves when introducing the elevator to reflect the 
periosteum from the anterior surface of the lamina. ‘The bone instru- 
ments should be delicate in order to cut and not crush the tissues. 
Finally, the possibility of overcorrection must be kept in mind. If 
the thoracic spine presents marked flexion, there is apt to be compen- 
satory extension deformity of the cervical spine with motion in the 
occipitocervical joints only. 1 reference. 9 figures. 
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THE ROLE OF THE NUCLEUS PULPOSUS IN THE PATHO- 
GENESIS OF SO-CALLED “RECOIL” INJURIES 
OF ‘THE SPINAL CORD 


Fritz CraAMer (Major, M.C., A.U.S.) and Francis J. McGowan (Lt. Col., 
M.C., A.U.S.) 


Surg., Gynec. & Obst., 79:516-21, Nov. 1944 


The condition known as “recoil” injury of the spinal cord is usually 
caused by diving accidents or automobile accidents in which the head 
is “whip-lashed” forward, producing a forceful anterior flexion of the 
cervical spine; occasionally extreme retroflexion may produce a sim- 
ilar lesion. In such cases the spinal cord is damaged, often severely, 
but without demonstrable, or at least without commensurate injury 
to the spinal column. In such cases, the lesion of the spinal cord has 
been attributed to a momentary extreme dislocation of a vertebral 
body which then “‘recoils’’ owing to reflex contraction of the antagonist 
muscles. In the authors’ opinion, this theory of the injury to the spinal 
cord is “improbable on anatomic grounds.” 

A case is reported in which diving into shallow water resulted in 
complete paralysis below the 5th cervical segment. X-ray examination 
showed only slight deformity of the cervical spine, but traction was 
applied. ‘The patient developed acute respiratory distress on the sec- - 
ond day and died within a few hours. Autopsy showed almost com- 
plete severance of the spinal cord opposite the 5th intervertebral space. 
At the 5th cervical interspace there was “a sharp protrusion” of the 
intervertebral disc, opposite the site of the spinal cord lesion. No 
other abnormal vertebral protrusion nor gross tearing of any posterior 
ligaments could be found. A review of the literature on similar lesions 
of the spinal cord shows that others have presented evidence of hernia- 
tion of the nucleus pulposus in such cases, but have not suggested this 
as the cause of the cord lesion. On the basis of these findings, the 
authors conclude that violent protrusion of the intervertebral disc 
due to compression or herniation of the nucleus pulposus is the 
mechanism producing the injuries to the spinal cord in cases of the 
type described, formerly called “recoil” injuries. 

REFERENCES TO CURRENT ARTICLES 

The Treatment of Spondylolisthesis. Walter E. Dandy, Baltimore, Md. J.A. 
M.A., 127:137-9, Jan. 20, 1945. 

Injuries of the Cervical Spine. Arthur G. Davis, Erie, Pa. J.A.M.A., 127:149-56, 
Jan. 20, 1945. (A description of obvious and obscure injuries of the cervical 
spine, with a discussion of the functional and morbid anatomy and differential 
diagnositic criteria. Specific diagnoses are possible in many obscure cases when 
roentgen findings and neurologic findings are correlated. Prognosis is favor- 
able in all types of injury except those with complete neurologic signs. The 
methods of treatment and postoperative care are outlined. Further study 
will be needed to differentiate fully the luxation type from the disk protrusion 
type of cervical injury and for proper remedy of the combined lesion.) 

One Stage Combined Resection of the Ribs and Spinal Fusion for Severe Scoliosis. 
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William H. Bickel, John J]. Hinchey and O. Theron Clagett, Mayo Clinic, 
Rochester, Minn. J.A.M.A., 127:139-44, Jan. 20, 1945. (Two detailed case re. 
ports illustrative of results obtained in 11 cases of scoliosis by one stage com- 
bined resection of the ribs and spinal fusion. It is felt that this procedure is 
worthy of more extensive use and has a definite place in the treatment of severe 
scoliosis. All patients were satisfied and clinically the thoracic cage is rigid 
in about 6 months.) 

Should Non-Traumatic and Non-Inflammatory Changes in the Spine be Com. 
pensable? John D. Ellis, Chicago, III. Am. J. Surg., 66:391-400, Feb. 1945. 
(Suggestions to remedy the present tendency of Compensation Boards to award 
total permanent disability to older workmen who claim an aggravation of 
ancient, pre-existing hypertrophic changes about the spine and spinal joints, 
one of the commonest abuses of our legal system.) 

A Retractor Designed to Facilitate Exposure in Operations on the Spinal Col- 
umn and Other Deep Structures. Henry W. Meyerding, Mayo Clinic., Roch- 
ester, Minn. Am. J. Surg., 66:572, March 1945. 


Clothespin Graft of the Spine for Spondylolisthesis and Laminal Detects. David 
M. Bosworth, St. Luke’s Hospital, New York, N.Y. Am. J. Surg., 66:61-67, 
Jan. 1945. (Forty-nine of 55 patients operated upon showed solid fusion. 
Eight of 11 cases of spondylolisthesis showed solid fusion with complete sta- 
bility and relief of preoperative symptoms in all except | case.) 

Treatment of the Patient with Spinal Cord Injury. John Raaf, University of 
Oregon Medical School. Portland, Oreg. Am. J. Surg., 66:263-79, Feb. 1945. 
(Discussion based on observation of 63 patients with traumatic injury to the 
intraspinal neural structures seen during the past 7 years. ‘There were 33 
acute and 30 chronic conditions. Laminectomy for decompression of the cord 
was done in 9 cases of acute type and 2 chronic cases. 4 illustrative cases are 
reported. Indications for laminectomy are cited and the method of reduction 
of vertebral dislocation and stabilization of the spine is described, with special 
attention to general care of the patient and care of the paralyzed bladder 
and bowel.) 

Intervertebral Disks. Pau! B. Magnuson, Chicago, Ill. Am, J. Surg., 66:228-36, 
Feb. 1945. (In cases with typical history of pain in the lower back with 
subsequent pain referred down the leg, administer conservative treatment at 
first; rest, with traction, moderate immobilization and support, then gradually 
increased exercise, just as for injured joints. If this treatment fails exploration 
for a ruptured disk is permissible. Whether or not a disk is found, fusion of 
the spine should be done at the time of operation to insure permanent relief.) 

Supportive Immobilization of the Cervical Spine. Edwin Boldrey, San Francisco, 
Calif. Surg. Gynec. & Obst., 80:107-108, Jan. 1945. (Description of a brace 
for supportive immobilization of the cervical spine. It is believed that this 
brace could be sufficiently standardized to serve as a splint for emergency trans 
port, after injury to this region. Its advantages are its design primarily for 
cervical fracture and the infrazygomatic splints which prov ide additional sta- 
bilization. For convalescent purposes an individually tailored brace will con- 
tinue to be necessary.) 

Report of Case of Osteomyelitis of the Sacrum Complicated by Pregnancy. S. P. 
Seaberg, Spokane, W ash. West. J. Surg., 52:517-19, Dec. 1944. (Emphasizes 
importance of biopsy. In the present case this method led to a diagnosis of 
osteomyelitis even though clinical and roentgenologic symptoms suggested 
osteosarcoma. ) 


Pantopaque Myelography as an Aid in the Preoperative Diagnosis of Protruded 
Intervertebral Disk: A Preliminary Report. Francis A. Echlin (Major, M.C., 
A.US.), Joseph McK. Ivie (Major, M.C., A.U.S.) and Archie Fine (Major, 
M.C., A.U.S.). Surg. Gynec. & Obst., 80:257-60, March 1945. (Report of 36 
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pantopaque myelograms in patients suspected of having a unilateral pro- 
trusion of a nucleus pulposus at a low lumbar level. In 2, myelography indi- 
cated bilateral protrusion of a disc, in | case at 2 different levels. In 2 cases 
diffuse intradural pathology was demonstrated, probably arachnoiditis. Pant- 
opaque myelography is recommended before undertaking operation.) 

The Conservative and Operative Treatment of Lesions of the Intervertebral 
Disks in the Low Back. J. Albert Key, Washington University School of 
Medicine, St. Louis, Mo. Surg. 17:291-303. Feb. 1945. (A plea for conserva- 
tive treatment of low back pain with or without sciatica. Surgery is indicated 
with removal of the disks only in cases that fail to respond to conservative 
treatment. This operation in its present state is not wholly satisfactory. In 
properly selected cases removal of a ruptured intervertebral disk is sound 
surgical procedure.) 

Ruptured Intervertebral Disks. John D. Lane, New Orleans, La. New Orleans 
M.&S.J.. 97:270-75, Dec. 1944. (Presents a‘ general discussion of the sympto- 
matology, diagnosis and operative treatment of ruptured intervertebral disk. 
In the author's operation, a bone peg prepared from the spinous process of the 
vertebra above the diseased disk is wedged between the vertebral bodies in 
the space previously occupied by the diseased disk, after removal of all necrotic 
material. In 136 operations for diseases of the intervertebral disk since 1939, 
at the Marine Hospital, 102 resulted in complete relief of symptoms, while 
28 patients had slight cerebral symptoms; the treatment was unsuccessful in 
only 6 cases. Of 53 men followed up for 22 months or longer after operation, 
48 have remained free from symptoms, 2 have returned for operation, one of 
whom was found to have a sarcoma of the ilium; 3 are on light duty.) 

Protrusion of the Intervertebral Disk. Harold C. Voris, Loyola Univ. Medical 
School, Chicago, Ill. M. Clin. North America, Chicago No.: 111-25, Jan. 
1945. (Reports 5 cases of intervertebral disk protrusion in the lumbar spine 
in which operation was done, with good results in all but 1 case. In 1 of 
these cases a spinal fusion operation was done in addition to removal of the 
disk protrusion; the author considers that this combined operation might have 
given better results in the unsuccessful case. Indications for operation and 
for the combined operation in intervertebral disk protrusion are discussed.) 


Intervertebral Disk Protrusion as a Common Cause of Sciatica. E. Puddy (Surg. 
Comdr., R.N.V.R.). J. Roy. Nav. M. Serv., 30:224-32, Oct. 1944. (Discusses 
the type of pain and areas of sensory change observed in intervertebral disk 
protrusion of the lumbar vertebra. If conservative treatment fails to relieve 
symptoms, operation is indicated, for removal of the nucleus pulposus. Symp- 
toms are relieved in 65 per cent of cases; others show a slight persistent residue 
of compression neuritis, a trace of back stiffness or neurosis. Five illustrative 
cases are reported.) 

Chordotomy for Intractable Pai:. Adrien H. Verbrugghen, Univ. of Illinois 
College of Medicine, Chicago, Ill. M. Clin. North America, Chicago No.: 
98-110, Jan. 1945. (Discusses the course of the pain fibers in the spinal cord. 
Chordotomy is indicated for the relief of intractable pain below the costal 
margin in cases where there is a possibility of the patient’s living for a few 
months in satisfactory general condition and the pain is not controlled by 
medication. Five cases are reported in which this operation was done, in 3 
cases because of pain caused by inoperable carcinoma; one of these patients 
lived 14 months without recurrence of pain. In | case chordotomy was done 
for amputation-stump neuralgia; this patient is living and free from pain more 
than 3 years after operation. In the fifth case chordotomy was done for the 
tabetic pains with good results, the patient being able to return to work.) 

Lateral Prolapse of the Cervical Intervertebral Disk. Hugh Davies (Major, 

~R.A.M.C.). Brit. J. Radiol., 18:1-4, Jan. 1945. (Reports 4 cases in) which 
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there were symptoms of pressure on cervical nerve roots. Myelography with 
pantopaque showed a filling defect in 3 cases, and 1 case non-filling of the 
nerve root at a level corresponding with the clinical findings. In 2 of these 
cases the ordinary x-ray examination of the spine had been negative; in the 
other 2 cases had shown marginal changes in the vertebral bodies. None of 
these 4 patients was operated on. In cases of this type, operation is not 
necessarily required. There is a tendency toward spontaneous recovery and 
head traction properly applied or a supporting collar may give relief of 
symptoms. ) 

Experimental Production of Scoliosis in Rats and Mice. John R. Schwartzmann 
and Meryl Miles, Department of Anatomy, Washington University School of 
Medicine, and Shriners’ Hospital for Crippled Children, St. Louis. J. Bone 
& Joint Surg., 27:59-69, Jan. 1945. (Experiments undertaken to determine 
the effect of muscle imbalance produced by unilateral and bilateral excision 
of groups of symmetrical muscles influencing movements and position of the 
vertebral column, and of muscle imbalance due to release of muscles from 
their vertebral attachments.) 


Improved Retractor for Hemilaminectomy. C. Hunter Shelden (Lt., U.S.N.R.) 
and Robert H. Pudenz (Lt., M.C., U.S.N.R.). Surgery, 16:884-85, Dec. 1944. (A 
retractor with blades of unequal length attached to the arms of a Lilienthal 
rib spreader with a screw adjustment permitting forceful retraction. Hemi- 
laminectomy is simplified and exposure is improved especially in individuals 
with strong muscles and poor relaxation. Although originally designed for 
lumbar hemilaminectomy, the retractor has proved equally well adapted for 
use in the cervical region.) 

Congenital Stricture of the Spinal Canal. Miinir Ahmed Sarpyener, Clinic of 
Infantile and Orthopaedic Surgery, Istanboul, Turkey. J. Bone & Joint Surg., 
27:70-9, Jan. 1945. (Description of 4 forms of congenital stricture of the 
spinal canal with 10 illustrative cases. Laminectomy in such cases may lead 
to cure of enuresis, clubfoot and some correction of abnormalities of gait.) 

Sacral Fractures and Injuries to the Cauda Equina. J. Grant Bonnin (Major, 
R.A.M.C.). J. Bone & Joint Surg., 27:113-27, Jan. 1945. (Discussions of 
anatomy, mode of fracture, roentgenographic findings, neurological features, 
sensory changes, treatment and prognosis. Detailed description of 5 cases. 
Schematic drawings and figures.) 

The Surgical and Anatomic Significance of the Mammillary Tubercle of the Last 
Thoracic Vertebra. Emanuel B. Kaplan, Department of Anatomy, College 
of Physicians and Surgeons, Columbia University and the Hospital for Joint 
Diseases, New York, N.Y. Surgery, 17:78-92, Jan. 1945. (The size and relation 
of this mammillary process present a good localization point for the 12th 
dorsal vertebra in surgery of the spine. In spine fusion operations, involving 
the 11th and 12th dorsal vertebrae, a resection of the process of the 12th 
vertebra is necessary for proper exposure of the joint between these 2 
vertebrae.) 

The Intervertebral Disk: Its Microscopic Anatomy and Pathology. Part L. 
Anatomy, Development and Physiology. Mark B. Coventry, Ralph K. Ghorm- 
ley and James W. Kernohan, Section on Orthopaedic Surgery and the Divi- 
sion of Surgical Pathology, Mayo Clinic, Rochester, Minn. J. Bone & Joint 
Surg., 27:105-12, Jan. 1945. (Necropsy study of 85 subjects, showing that 
vascular channels in the cartilaginous plates are present only in first 3 decades 
of life, that there is no central joint cavity in the disk, and no mucus. The 
epiphysis is present as a complete ring and is not absent posteriorly.) 

A Case of Cyst of the Sacrum with no Increase after Thirty Years. Joel E. 
Goldthwait, Boston, Mass. J. Bone & Joint Surg., 27:160-61, Jan. 1945. 

Sacrococcygeal Sinus (Pilonidal Sinus) in Direct Continuity with the Central 
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Canal of the Spinal Cord. Henry A. Shenkin, Andrew D. Hunt, Jr., and 
Robert C. Horn, Jr., Univ. of Pennsylvania, School of Medicine, Philadelphia, 
Pa. Surg., Gynec. & Obst., 79:655-59, Dec. 1944. (Report of a case in a boy 
22 months of age. At operation it was found that the congenital sacrococcy- 
geal dermal sinus was in direct communication with an abnormally patent 
filum terminale and this, in turn, with the central canal of the spinal cord. 
This had resulted in the development of an intramedullary spinal cord abscess 


and purulent meningitis. The child did not rally after operation and died 
in 56 hours.) 


10. Peripheral Nerves 


CAUSALGIA: A PRELIMINARY REPORT OF NINE CASES 
SUCCESSFULLY TREATED BY SURGICAL AND CHEMICAL 
INTERRUPTION OF THE SYMPATHETIC PATHWAYS 
I. JosHuA SpriGeL (Capt., M.C., A.U.S.) and Jack L. Mitowsky (Capt., 
M.C., A.U.S.) 


Schick General Hospital, Clinton, Iowa 
J.A.M.A., 127:9-15, Jan. 6, 1945 


In an unselected series of 275 peripheral nerve injuries, 3 per cent 
presented the picture of causalgia. “The syndrome followed injury to 
all or any of the major nerves of the upper extremity. In spite of 
numerous lower extremity nerve injuries, only | case of lower limb 
causalgia occurred. Injury to a blood vessel frequently accompanies 
nerve injuries in causalgia, but is not a necessary concomitant of nerve 
injury in the production of causalgia. The most constant symptom 
of causalgia is hot burning pain aggravated by movement and friction. 
The most constant findings are a shiny, cold, profusely perspiring and 
frequently cracked skin in the involved extremity with hyperesthesia 
occurring in most of the cases. X-ray evidence of decalcification of 
the involved extremity is frequently seen. 

The pain does not appear to be due to the continuous irritation 
of scar or foreign body. ‘The degree and quality of the pain are in no 
way commensurate with the type and extent of the injury. The 
sensory deficit does not delineate the area of pain, but the two fre- 
quently shade into each other. Personality disorders and hysteria are 
the result rather than the cause of causalgia. Neurolysis is not a use- 
ful procedure in the treatment of causalgia per se, although it may be 
necessary in the treatment of the specific nerve deficit. It is injudicious 
to subject the patient to a series of operations ranging through neu- 
rolysis, nerve section and periarterial sympathectomy before attempt- 
ing chemical and surgical interruption of the sympathetic pathways. 

Interruption of the sympathetic pathway, temporarily by sympa- 
thetic block or permanently by surgical sympathectomy, is a highly 
dependable form of treatment for causalgia. In the upper extremity 
it is not necessary to remove the stellate ganglion for effective control 
of pain. Sympathectomy should not be performed until a series of 
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diagnostic sympathetic blocks has proved the efficacy of interruption 
of the sympathetic pathway. Occasionally the pain of causalgia can 
be more or less permanently controlled by sympathetic block with 
local anesthesia where sympathec tomy, for other reasons, is not feasible. 
Alcohol block, in selected cases, is a useful procedure. 

All 9 patients in this series were relieved completely for variable 
periods of time by sympathetic block of the extremity. Seven patients 
were completely and thus far permanently relieved of pain by surgical 
sympathectomy. Of the remaining 2 patients, one was almost com- 
pletely relieved by procaine block, and the other, in whom sympa- 
thectomy was not done for technical reasons, was completely relieved 
over a period of 4144 months by alcohol block of the involved sym- 
pathetics. All but one of the upper dorsal sympathectomies followed 
the usual skin temperature course of a rapid rise lasting for 2 or 3 
days followed by a drop lasting | or 2 days, in turn followed by an 
increase smaller than the initial one, but remaining thus far perma- 
nently. All patients showed complete disappearance of sweating of 
the involved limb. Horner’s syndrome did not develop in any case. 
In lumbar sympathectomy the ejaculatory mechanism remained intact. 
24 references. 9 case reports. 


ISCHAEMIC NERVE LESIONS OCCURRING IN VOLKMANN’S 
CONTRACTURE 
W. Houimes, W. B. Hicuer and H. J. Sepvon 


Department of Orthopaedic Surgery (Peripheral Nerve Injuries Centre), and Department of 
Zoology and Comparative Anatomy, Oxford 
Brit. J. Surg., 32:259-75, Oct. 1944 


Six cases of Volkmann's contracture were investigated, and in 5 of 
them damage to the main artery of the limb was demonstrated at the 
level of the initial injury. In all cases there was extensive motor and 
sensory paralysis, but in only 2 of them was there evidence of direct 
traumatic injury to the main nerve-trunk. In | of the cases, the me- 
dian nerve was constricted between the two heads of pronator teres, 
but in no other was there any evidence of compression of nerves by 
contracture of muscle or involvement in scar tissue. In the case men- 
tioned, the part played by compression was probably insignificant. 
Histological examination of various small branches of the damaged 
nerves demonstrated a variety of pathological changes. The least 
severe was destruction of axons and myelin sheaths, as in the uncom- 
plicated Wallerian degeneration. 

In the more severely affected nerves there had been a great increase 
in the collagen of the endoneurium, sometimes leading to complete 
collagenous replacement of the nerve-bundle. In | case the nerve was 
entirely necrotic, having undergone a similar change to that found in 
completely ischaemic muscle. These changes are due to ischaemia 
of varying severity. Sensory and motor recovery has been of poor 
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quality in all but | case, and this is considered to be due to the irre- 
versible nature of severe ischaemic nerve degeneration. ‘The excep- 
tional case provides direct evidence of the degree of damage com- 
patible with good recovery. There is no effective treatment for 
established ischaemic nerve degeneration. If the ischaemia has been 
so transient as to produce Wallerian degeneration and only slight 
endoneurial collagenization, then spontaneous recovery may be ex- 
pected in the nerves so affected. 23 references. 23 figures. 2 tables. 


REFERENCES TO CURRENT ARTICLES 


Strength Frequency Curves in Electrodiagnosis of Experimentally Produced 


Peripheral Nerve Lesions in the Cat. Lewis J. Pollock, James G. Golseth and 
Alex J. Arieff, Northwestern University Medical School, Chicago, Ill. Surg., 
Gynec. & Obst., 80:235-42, March 1945. (During early degeneration at least 
three discontinuous curves may be recognized, later but two. During denerva- 
tion the strength frequency curve is continuous. During regeneration it again 
becomes discontinuous.) 


Experimental Studies of Peripheral Nerve Injuries. III. A Study of Recovery 


Function Following Repair by End to End Sutures and Nerve Grafts. Loyal 
Davis, George Perret, Frederick Hiller and Walter Carroll, Northwestern 
University Medical School. Surg., Gynec. & Obst., 80:35-59, Jan. 1945. (Study 
of the recovery of function following section of peripheral nerves by a razor 
blade and gunshots and repair by end-to-end sutures and nerve grafts in 470 
cats, the nerve involved being the sciatic. Clinical and experimental observa- 
tions warrant that the operation of choice in cases of repair of an injured 
peripheral nerve in man, where end-to-end suture cannot be done, is trans- 
plantation of a nerve graft. Most satisfactory results are obtained by auto- 
genous grafts but if these are not available homogenous nerve transplantation 
is justifiable.) 


Certain Mechanisms Involved in Peripheral Nerve Injuries. L. V. Pines (Pavlov 


Physiological Institute, U.S.S.R.). Am. Rev. Soviet Med., 2:149-57, Dec. 1944. 
(Presents a general discussion of peripheral nerve injuries, pointing out that 
the strictly anatomical localization of the injury does not always explain the 
clinical symptoms. ‘The following physiologic mechanisms must be considered 
in the diagnosis and treatment of these injuries: complete physiologic divi- 
sion of peripheral nerves; partial physiologic division; shock phenomena; 
physiologic nerve block; irritation phenomena; reflex inhibition; reflex excita- 


tion; and reconstruction of centers.) 


Successful Suture of Facial Nerve Trunk. Kenneth W. Starr (Lt. Col., Aus- 


tralian Army M.C.). Australian & New Zealand J. Surg., 14:53-57, July 1944. 
(Reports a case in which suture of the facial nerve was successfully done after 
the nerve had been completely severed; number 40 stainless steel wire was 
used. The success of the operation is attributed to the fact that the suture was 
done without tension on the nerve and without rotation of the corresponding 
nerve ends, using the finest non-absorbable material “compatible with the 
tension of the tissue to be approximated.”) 


Some Observations Concerning Fractures of the Dorsolumbar Vertebral Bodies 


by Hyperflexion of the Spinal Column and Stretching Lesions of the Cord 
(Algunos conceptos acerca de las fracturas de los cuerpos vertebrales dorso- 
lumbares, por hiperflexién de la columna vertebral y de las lesiones medulares 
por estiramiento). Numa Spinola. Gac. méd. Mexico, 74:45-60, Feb. 1944. 
(Schematic presentation of mechanism of these injuries. Suggests use of casts, 
not convex, but designed to fit the gibbus and of angular shape. An apparatus 
of his own design is recommended. Bone reparation alone will not suffice. 











388 


QUARTERLY REVIEW OF SURGERY 








In a series of 28 laminectomies, the cord was found divided due to traction 
by hyperextension in 11 cases. In 4 it was possible to re-establish, even though 
only partially, defecation and urination, also sufficient sensibility to permit 
more or less defective gait. In the other 7 cases, bowel elimination and mictu- 
rition were restored in 3 but the sensitivity of the extremities was not re- 
stored. In cases of traction injuries of the cord, an attempt should be made 
to approximate the medullary fragments by anastamosis with the pia mater.) 

Surgical Approach to the Labyrinth in Méniére’s Disease. Henry M. Goodyear, 
Cincinnati, Ohio. Ohio State M.J., 40:944-45, Oct. 1944. 

Diagnosis and Surgical Treatment of Glosso-Pharyngeal Neuralgia. J. Grafton 
Love. Surg. Clin. of N. Amer., Mayo Clinic Number, 959-62, 1944. (Discus- 
sion of a case with its symptomatologic aspects, differential diagnosis and 
treatment.) 


11. Sympathetic Nervous System 
SURGICAL TREATMENT OF HYPERTENSION 


R. M. SMITHWICK 


Massachusetts General Hospital, Boston, Mass. 
Arch. Surg., 49:180-93, Sept. 1944 


A follow-up study of 156 patients with hypertension has been made 
| to 5 years after radical (lumbodorsal) splanchnicectomy. ‘This series 
of patients included 92 women and 64 men. The preoperative rest- 
ing diastolic pressure ranged from 100 to 162 mm. of mercury. The 
average of the entire series was 37 years, 35 years for the women and 
40 for the men. ‘The series included 11 patients with pyelonephritis, 
| with polycystic kidneys, and 6 with adrenal cortical adenomas. ‘The 
operation employed in these cases—lumbodorsal splanchnicectomy 
(described by the author in 1940)—is more extensive than other op- 
erations for the treatment of hypertension except “the total or near- 
total sympathectomy of Grimson.’ The purpose of the operation is to 
“insure a thorough denervation of the visceral vascular bed.” 

The follow-up study showed a lowering of the (resting) diastolic 
blood pressure of 30 mm. or more in 64 patients; of 20 to 29 mm. in 
32 patients, 20.5 per cent; of 10 to 19 mm. in 28 patients, 17.9 per 
cent; of 0 to 9 mm. in 17 patients, 10.9 per cent; 15 patients, 9.7 
per cent, showed an increase in the diastolic pressure. In the first two 
groups, 61.5 per cent of the series, the results are regarded as signif- 
cant. “[wo-thirds of the patients have been followed up for an average 
of 17 months and one-third for an average of 35 months; there is no 
important difference in the results in these two groups. 

In further analyzing these results, the author distinguishes 3 types 
of hypertension, according to the width of the pulse pressure. Type I 
is characterized by “narrow” pulse pressure, less than one-half the 
diastolic pressure; type II by wider pulse pressure, equal to or up to 
19 mm. higher than one-half the diastolic pressure, and type III by 
wide pulse pressures, 20 mm. or more greater than one- half the 
diastolic pressure. The best results of the operation were obtained in 
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patients with type I hypertension; the poorest results in type III 

hypertension. In all types of hypertension, better results were ob- 

tained in women than in men. The patients with pyelonephritis and 
hypertension showed unusually satisfactory response to the operation. 

Favorable changes in the eyegrounds, in the electrocardiogram and 

in renal function with an improvement in general well-being, were 

observed in the majority of this series of patients. 

A comparison of the renal biopsy studies made at operation with 
the clinical results observed in this follow-up study showed that the 
effect of the operation was not primarily dependent on the state of 
the renal arterioles, as there was no significant difference in results in 
patients with slight or no renal arteriolar disease and those with more 
advanced arteriolar changes. ‘The results observed in this series 
strongly suggest, in the author’s opinion, that the extrarenal portion 
of the visceral vascular bed is important in hypertension, and that the 
effect of the operation may be due largely to ‘decreased peripheral 
resistance to blood flow through this area.” When larger series of 
patients have been operated on and followed up, other factors will 
undoubtedly be found that influence the results of operation, so that 
the outlook for the individual patient submitted to this operation 
can be predicted with greater accuracy. 

REFERENCES TO CURRENT ARTICLES 

Lumbar Sympathetic Block in a Premature Infant. Robert D. Dickins (Capt., 
A.A.F. Pilot School) and Julius B. Richmond (Capt., M.C., A.U.S.). J.A.M.A., 
126:1149-50, Dec. 30, 1944. (Following injection of “Hykinone” hypodermically 
into the left thigh, two days after birth in a premature (7-month) infant, 
femoral thrombophlebitis with concomitant vasospasm developed. As death 
seemed imminent unless vasospasm was relieved, a lumbar sympathetic block 
was performed in spite of the poor condition of the infant. The child weighed 
only 3 lbs. 2 oz. ‘The sympathetic block had good results and was repeated 
two days later. Finally, all the toes sloughed off, as the vascular changes in 
them had become irreversible before block was attempted. Smooth recovery.) 

Traumatic Neurocirculatory Disorders of the Extremities. J. Dewey Bisgard, 
Omaha, Neb. Am. J. Surg., 66:201-16, Feb. 1945. (The author calls attention 
to the deleterious effect of application of heat to ischemic extremities. Treat- 
ment of post-traumatic neurovascular lesions varies with the individual case. 
Acute vascular contractures with impending gangrene are emergencies demand- 
ing immediate relief by novocainization of the regional sympathetic ganglion 
or periarterial sympathectomy. In chronic cases careful psychiatric and neuro- 
logic examination should precede treatment. Doubtful cases should be treated 
as true causalgias. Major causalgias may be relieved by neurolyses, excision of 
neuroma or repair of a nerve. Every case should be examined carefully for 
trigger points. 4 illustrative cases.) 

Stellate Ganglion Block: A New Anterior Approach. David R. Murphey, Jr. 
(Major, M.C., A.U.S.). Section of General Surgery, AAF Regional Station 
Hospital, AAF Tactical Center, Orlando, Fla. Ann. Surg., 120:759-63, Nov. 
1944. (An anterior approach for injection of the stellate ganglion is described. 
It was used successfully in 67 out of 70 attempts. Complications and possible 
danger of a toxic reaction to procaine have to be considered.) 


Surgical Treatment of Arterial Hypertension (Tratamiento quirurgico de la 
hipertension arterial). Ricardo Zufiga Latorre, Clinica Quirurgica Prope- 
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déutica. Rev. med de Chile, 72:156-70, Feb. 1944. (Review of 34 cases of 
hypertension treated by combined operations of extirpation of adrenal glands, 
celiac ganglions, lumbar and dorsal sympathetic chains, and supra- and sub- 
diaphragmatic splanchnicectomies. The results were good in 15 cases, fair 
in 9 cases, temporary in 6 cases, and in 4 cases the results were unsatisfactory.) 

Headache and Paroxysmal Hypertension: Observations Before and After the 
Surgical Removal of a Pheochromocytoma. W. F. Kvale, G. M. Roth, O. T. 
Clagett and M. B. Dockerty. Surg. Clin. of N. Amer., Mayo Clinic Number, 
922:33, 1944. (Reporting a case of this rare tumor, consideration is given 
the physiology, surgery and pathology of this disease.) 


12. Head and Neck 


REFERENCES TO CURRENT ARTICLES 

Surgical Treatment for Dysfunction of the Temporomandibular Joint. Robert 
Thornton Percival (Major, M.C., U.S.A.). New York State J. Med., 45:186-89, 
Jan. 15, 1945. (Describes the method of operation used for true recurrent sub- 
luxation of the joint and for internal derangement of the interarticular fibro- 
cartilage, both of which cause pain and “snapping” of the jaw. 6 illustrative 
cases are reported.) 

An Unusually Large Lipoma. N. Duggan. Brit. J. Surg., 32:324, Oct. 1944. 
(The tumor weighed 24 lbs. 7 oz. The tumor had its origin in the right side 
of the neck. Primary healing followed its removal which was easy as it was 
attached by a pedicle consisting only of skin and hypertrophied platysma, 
with a few large vessels.) 

Papillary Cystadenoma Lymphomatosum (Warthin’s Tumor) of the Parotid 
Salivary Gland. Hayes Martin and Harry E. Ehrlich, Memorial Hospital, 
New York, N.Y. Surg., Gynec. & Obst., 79:611-22, Dec. 1944. (Reports 22 
cases; Clinically this tumor cannot be distinguished from the more common 
mixed parotid tumor. Surgical excision is indicated and must be complete. 
The tumor was both histologically and clinically benign in all the cases 
reported.) 

‘Total Laryngectomy. Observations on Surgical Technic (Laringectomia total. 
Consideraciones sobre tecnicas operatorias). Rufino Moreno, Instituto del 
Cancer. Bol. Liga contra el Cancer, 19:70-79, May-June, 1944. (Description 
and recommendation of the Hayes-Martin technic. 3 short case reports.) 


13. Oral Surgery 


SIMPLIFIED DESIGN FOR REPAIR OF SINGLE CLEFT LIPS 


James Barretr Brown and Frank McDowe 1 
Washington University School of Medicine, St. Louis, Mo. 
Surg., Gynec. & Obst., 80:12-26, Jan. 1945 


In the operation for single cleft lip described, the V-shaped excision 
is first marked out, using a mechanical drawing pen and 5 per cent 
alcoholic methylene blue. This marking must be done with careful 
consideration of all the elements of the deformity in each case. Before 
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this excision operation is completed a small flap is marked out on the 
cleft side, which is to bé turned down and across to the central side. 
The lip and nose are mobilized on the cleft side, and the lip on the 
normal side, until the two sides of the lip can be brought together 
with practically no tension. The cleft is then excised through the 
full thickness of the lip; care is taken to keep the level of the cut on 
the mucosal surface identical with the skin. In completing the opera- 
tion the mucosal closure is “almost as important” as the skin closure; 
the vermilion flap is closed with fine surface sutures and the mucosal 
suture is completed by “going right on around the vermilion”’ clear 
up the inside to the buccal fornix; it is important to close the mucosa 
entirely. The floor of the nose is closed with surface sutures; and the 
nostril is packed with greased gauze and a Logan bow applied (if 
indicated). 

No dressing is used over the suture line on the lip if good nursing 
care is available. ‘The suture line is cleaned with an alkaline anti- 
septic solution on tiny gauze pledgets every few minutes for the first 
hour and then every hour for the remainder of the day. Subsequently 
the lip is cleansed after each feeding and otherwise when necessary to 
prevent the formation of any blood clot or collection of serum around 
the stitches. If such careful nursing attention is not available, the 
suture line is covered with fine mesh grease gauze dressing, which is 
changed daily or oftener, the lip being cleansed each time. The pack 
in the nostril is removed in 48 hours; the skin sutures on the lip are 
taken out on the 4th or 5th day, the Logan bow in a week, and the 
remaining inside sutures after 10 days. Feedings are usually given 
with a syringe for 7 to 10 days. 

While single clefts of the lips can be repaired at any time of life, 
the operation should be done as early as possible; even young infants 
tolerate the operation well. Ether vapor is used as the anesthetic 
for infants; if nerve block with 2 per cent novocain of both infra- 
orbital nerves is also employed, less ether is required. 


| The fundamental points in the operative procedure described for the repair 
of the harelip represents the standard which many plastic surgeons endeavor to 
achieve. Individual operators may have minor modifications which appear to 
suit their talents but the essential features of the procedure have given the best 
results by and large by most of those who do harelip work.—Ep. | 


REFERENCES TO CURRENT ARTICLES 
Penicillin in Oral and Maxillo-Facial Surgery. George W. Christiansen (Comdr. 
(D.C.), U.S.N.R.). Mil. Surg., 96:51-54, Jan. 1945. (Penicillin may be used 
prophylactically in lacerations of the lips and in compound fractures of the 
mandible when open operation is to be done; where infection is present in 
compound fractures it is used both pre- and postoperatively. It is used also 
in cellulitis when incision is indicated. Penicillin is given by either intravenous 
or intramuscular injection in such cases; in many cases the combination of 
intramuscular injection and topical application is of value. Penicillin is not 

a substitute for, but rather an adjunct to, adequate surgery.) 


Surgery and Penicillin in Mandibular Infection. Rainsford Mowlan, St. Bar- 
tholomew’s Hospital, London, England. Brit. M. J., 1:517-19, April 15, 1944. 
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(Reports 4 cases of postoperative infection of the mandible and 16 cases of 
osteomyelitis of the mandible treated by local application of penicillin. In 
osteomyelitis surgery is also indicated for removal of sequestra, etc., but with 
penicillin the open method can be changed to a closed method, and the 
infection overcome more promptly.) 


Fractures of the Jaw; an Analysis of 212 Cases. Walter A. Coakley and Joseph 
M. Baker, Long Island College of Medicine and Kings County Hospital, 
Brooklyn, N.Y. Am. J. Surg., 65:244-47, Aug. 1944. (Analysis of 212 cases, 
types of fracture treatment and complications. Good results were obtained 
with prompt treatment and adequate fixation. Results were “very unsatis- 
factory” in 6 of the 212 cases.) 

Growth at the Mandibular Condyle in Relation to Some Deformities. M. A. 
Rushton. Brit. Dent. J., 76:57-68, Feb. 4, 1944. 

A Ten-Year Study of a Case of Osteofibrosis. S. Sorrin. Am. J. Orthodont., 
Oral Surg., 30:329-34, 1944. 

Three Cases of Maxillo-Facial Wounds. P. Clarkson and T. H. H. Wilson. Brit. 
Dent. J., 76:215, April 21, 1944. 

Giant Cell Tumors of the Jaws. M. J. Jacobs. Am. J. Orthodont., Oral Surg., 
30:317-28, 1944. 


A Standardized Technique for Chairside Colour Photography. J. Levi. Brit. 
Dent. J., 76:211, April 1944. 


14. Plastic Surgery 


RESPLITTING SPLIT-THICKNESS GRAFTS WITH THE 
DERMATOME; A METHOD FOR INCREASING THE 
YIELD OF LIMITED DONOR SITES 


Harotp A. ZINTEL 
University of Pennsylvania School of Medicine and Hospital, Philadelphia, Pa. 
Ann. Surg., 121:1-5, Jan. 1945 


Split-thickness grafts have given a good cosmetic effect, but the 
area that can be covered is limited by the size of the available donor 
area. Where large skin defects are to be covered, the author has 
employed a method of splitting the split-thickness graft in a few 
recent cases. The Padgett dermatome is used. The donor skin is cut 
as thick as possible without interfering with the regeneration of 
epithelium in the donor area. In adults this thickness ranges from 
0.020 to 0.028 of an inch; in children and on the abdomen or medial 
surface of the thigh in women, from 0.012 to 0.018 inch. When the 
graft has been cut and is still adherent to the dermatome drum, the 
knife blade is adjusted to one-half its original distance from the drum, 
but the first quarter inch of skin is passed over before this adjustment 
is made, to prevent rolling or separation of the edge of the skin from 
the dermatome. The cutting process is then repeated, splitting the 
graft into two layers. Care must be taken that the knife edge is flat 
and exactly parallel to the surface of the drum. Occasionally the graft 
may be cut into three layers. By thus splitting the split-thickness 
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graft the skin from a given donor area will cover an area 200 to 300 
per cent as large. 

The take of the inner layer of a split-split-thickness graft involves 
a process very similar to that of the healing of the donor area with 
the formation of a thin sheet of epithelial cells. It has been found 
that frequent dressings disturb this healing process. The author 
dresses the donor area with paraffin gauze and leaves the innermost 
layers of the dressings in place until “they fall off.” For the split- 
split-graft, two layers of paraffin gauze are used; this is covered by a 
pressure dressing of ordinary gauze. On the 10th postoperative day, 
the outer dressings are removed; if there is no sign of infection of the 
grafts, the paraflin gauze is not removed until after the 15th or 16th day. 

In order to obtain satisfactory results with the Padgett dermatome 
for split-thickness or split-split-thickness grafts, the donor area must 
be carefully prepared. It must be closely shaved, washed with soap 
and thoroughly rinsed with water. In the operating room it is treated 
with alcohol and several applications of ether; each application of 
alcohol and ether is combined with scrubbing with a gauze sponge or 
a sponge stick. The (rubber) cement of the dermatome drum must 
be allowed to “‘set’’ or partially dry, before cutting of the grafts is 
begun; 5 to 10 minutes are allowed for this. When the cement 
is sufficiently dry, the leading edge of the drum is applied firmly to 
the skin for at least one minute; the drum must not be “twisted” 
or “‘rocked”’ upon the skin, but rolled smoothly over the surface. The 
cutting should be done slowly with short even strokes of the knife 
blade. With these precautions a complete drum of skin can usually 
be removed; and this is also suitable for the split-split-thickness pro- 
cedure if indicated. 

The split-split grafts have been used on 6 patients; in 5 cases 90 
to 100 per cent of the grafts remained viable; in 1 case in which re- 
sults were not satisfactory, although parts of the graft took, the sub- 
sequent use of an ordinary split-thickness graft was also unsuccessful. 
With the split-split grafts, the outer and inner skin layers took equally 
well; a slightly longer period was required for complete healing of the 
inner layer grafts. ‘This the author considers to be due to the fact 
that the outer layer of the skin is completely keratinized when the 
graft is applied while the inner layer is not. 


[The use of the split-split thickness graft offers interesting possibilities where 
large areas must be covered and where there may be limited available donor 
areas. A critical review of a larger series of end results will be required before 
one can evaluate completely the merits and limitations of this procedure. ‘The 
possibility that some of the cut sweat and sebaceous ducts of the inner split 
may grow downward and form cysts is to be borne in mind.—Ep.] 
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CHOICE OF PEDICLE FLAPS FOR PLASTIC AND 
RECONSTRUCTION SURGERY 
Georce V. Wesstrer (Lt. Comdr., M.C., A.U.S.) 


S. Clin. North America, 1472-82, Dec. 1944 


Wounds closed with loss of substance frequently require peduncu- 
lated flaps of skin and fat. The proper design of such flaps is outlined 
according to principles of normal tissue physiology and wound heal- 
ing. In designing such flaps, advantage should be taken of the normal 
venous and lymphatic return of the subcutaneous vascular bed. Flaps 
are divided into (1) direct flaps, which are raised and applied in one 
operation, and (2) intermediate flaps, which are prepared in several 
stages before transfer. “The advantages and disadvantages of the tubed 
flap and open flap are discussed. In cutting a flap an adequate venous 
and lymphatic return can be insured by following the embryonic seg- 
mental distribution of vessels. Vertical pedicles on the trunk or 
transverse Ones on an extremity are unphysiological. Study of the 
subcutaneous vascular distribution in an atlas of anatomy is helpful 
in planning “physiologic” flaps. Normal fold and flexion creases of 
the skin (Langer’s lines) should not be crossed at right angles by the 
margins of a flap. ‘The general condition of the patient should be 
brought to an optimum point in order to insure successful grafting. 

The popularity of the direct flap has greatly increased since the 
last war, owing to expediency, and is preferred in most clinics. ‘The 
major advantage of a tubed flap is that an aseptic field is created and 
the presence of contamination from an open granulating surface is 
eliminated. ‘This makes possible a clean surgical field throughout the 
many stages of a prolonged reconstruction problem. The tube is of 
exceptional value in facial reconstruction. Occasionally with tubed 
flaps, however, there may be delayed healing, losses due to kinks or 
twists, inconvenience of position prolonged sometimes for several 
weeks, and no decided advantage in movability. ‘The tube flap is long 
and narrow and frequently unsuitable for wider defects. “The corners 
of the scar beneath the tube where its donor site is jointed is very 
commonly delayed in healing. ‘To obviate this the donor bed beneath 
the tube may be grafted rather than approximated. Even this is not 
entirely satisfactory, for the loss of a tiny bit of graft from hematoma 
will still delay procedure if asepsis is absolutely necessary. An open 
flap can be raised and attached to the wrist or forearm as easily as a 
tube, and its undersurface covered temporarily by small bits of 
Thiersch graft and thus kept quite clean. It is possible to move huge 
flaps of skin and fat by the open method, which would be entirely 
impossible by the tubed method. 

Two rules for clinical application of flaps are of paramount im- 
portance: First, design a large enough flap to allow for contracture; 
second, carefully plan the mechanical details of flap application. 
Methods of securing flaps, closure of donor sites and other pertinent 
clinical information are presented. 14 references. 5 figures. 

{A good analysis of the problems involved in the use of pedicle flaps.—Ep. | 
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SKIN GRAFT OF DORSUM OF HAND: USE OF LARGE SIZE 
DERMATOME TO OBTAIN ONE-PIECE PATTERN 


JoHn Marquis Converse (Capt., M.C., U.S.A.) 
Ann. Surg., 121:172-74, Feb. 1944 


When an extensive burn of the hand involves the deeper layers 
of the dermis and the full thickness of the skin, total replacement of 
the skin of the dorsum by skin grafts of intermediate thickness is 
necessary for restoration of normal function of the hand and fingers. 
If two pieces of skin graft are used for this purpose, the scar-line at 
the junction of the two grafts may become hypertrophic “or even 
cheloidal.”” In order to obtain a large one-piece skin graft accurately 
cut and fitted ‘‘according to a pattern,” a large drum that can be fitted 
over the ordinary Padgett dermatome has been constructed. With 
this drum a piece of skin graft that covers the area of the drum 
(8x6 in.) may be cut transversely from the thigh. After the dorsal 
scar on the hand has been excised, a pattern is made of the defect 
with the hand maintained in a position that permits the application 
of the largest piece of skin graft with the fingers and wrist in semi- 
flexion. ‘This pattern is reversed and applied to the new surface of 
the skin graft on the drum and the “‘pattern graft” is cut by following 
the contour of the pattern. ‘The pattern graft is removed from the 
drum and applied to the raw area; it is fixed by a few interrupted 
sutures, and the edges are sutured to the edges of the defect by a 
continuous running suture of fine silk. Pressure dressings are em- 
ployed in the usual manner. 


{The use of a wider drum than the standard Padgett dermatome is of: 
interest and has many applications. Incidentally, it is a pity that the manu- 
facturers do not supply knives of other than poor grade steel with their der- 
matomes.—Ep. | 


COLOR MATCHING OF SKIN GRAFTS AND FLAPS WITH 
PERMANENT PIGMENT INJECTION 


Gertrupe HANceE, JAMES BARRETT Brown, Louis T. Byars and FRANK MCDOWELL 


Washington University School of Medicine, St. Louis, Mo. 
Surg., Gynec. & Obst., 79:624-28, Dec. 1944 


In employing free skin grafts and pedicle flaps about the face to 
reconstruct certain features, replace surface lesions or relieve distor- 
tion due to scars, it has been found that a good “color match’’ with 
facial skin cannot always be obtained, especially if such grafts and 
flaps must be taken from body areas, rather than from behind the ear 
or from the forehead. This renders the cosmetic effect of such pro- 
cedures unsatisfactory. It has been found that introduction of perma- 
nent pigments into the transplanted skin by a tattooing process can be 
used to overcome this difficulty. “The pigments must be nonpoisonous, 
stable to light and to the processes of tissue metabolism and non- 
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es 


irritating to the skin. Pigments that fulfill these requirements are 
barium sulphate (white, used in color blending), the ochers, carbon 
(black, used in color blending) and alizarin (red). ‘The pigments 
may be autoclaved each time, or a sterile stock supply may be kept. 
The pigments are carefully mixed to give the desired color. 

In the last 8 years, this method of pigment injection has been used 
in 27 cases to match the color of free skin grafts to surrounding facial 
skin; and in 8 cases for skin flaps, for the same purpose. In addition, 
in 10 cases of lip reconstruction, color injection of the border of the 
flap has been employed to simulate the normal vermilion of the lip. 
In every case, the appearance of the surgical repair has been definitely 
improved; and no complication or ill effects have been observed. 


[This is an important contribution which overcomes to a considerable 
extent some of the undesirable cosmetic aspects of otherwise technically satis- 
factory skin grafts about the face. It should prove to be especially useful on 
men who would not be expected to avail themselves of such cosmetics as can be 
used on women to obtain satisfactory color matching of skin grafts.—Ep. | 


PLASTIC SURGERY IN RECONSTRUCTING THE PAR- 
TIALLY ABSENT NOSE: AN ORIGINAL TECHNIQUE 


Epwarp S. LAMONT 


From the Division of Reconstructive Plastic Surgery, Cedars of Lebanon Hospital, 
Hollywood, Calif. 


Ann. Otol. Rhin. & Laryng., 53:561-68, Sept. 1944 


A new procedure is presented for reconstructing the partially absent 
nose by utilizing rhinoplastic methods. ‘Iwo cases presenting totally 
different problems are described in detail, an identical procedure being 
used in both to gain tissue for rhinoplasty. In the first case the defect 
was due to an automobile injury and, in the second, to use of electric 
needles and “pastes’’ for treatment of carcinoma. In the first case, 
injury had resulted in partial amputation of both ala nasi and 
numerous lacerations of the nose, lip and forehead. A _ rhinoplasty 
was done primarily to acquire tissue. A circular incision was made 
through an old scar on the nose, the flap meticulously dissected from 
the mucous membrane, then rolled downward to form the new alae. 
The resulting defect on the bridge was covered with a full thickness 
graft taken from behind the ear. At a second-stage operation, a plate 
of rib necrocartilage was placed over the bridge and another piece 
inserted within the newly created left ala nasi. 

In the second case the cancer paste had destroyed part of the nose, 
septum and nasal cartilages. A rhinoplasty was performed to gain 
tissue. A one-eighth inch circular flap around the cavity was turned 
inward to form the nasal lining, and nasolabial flaps were utilized to 
cover the external defect. A strut of rib necrocartilage was placed 
over the bridge to correct the saddle deformity. Another piece, 
sculptured to resemble the lateral crus of the lower lateral cartilage, 
was inserted within the right ala nasi. 
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The cartilage used was taken from individuals in exitus. and has 
been termed “rib necrocartilage.”” “This was treated by removing the 

richondrium, placing it in formalin solution for 4 days, after which 
it was carefully washed and transferred to merthiolate-saline solution 
1:4, then stored in the refrigerator. In order to follow the course of 
these implanted grafts, pieces of the same cartilage were transplanted 
to pockets immediately beneath the skin of the anterior abdominal 
wall. ‘These latter were removed chronologically up to 6 months and 
studied microscopically. ‘The cartilage cells were mainly well pre- 
served, and grossly the specimens were virtually the same size as that 
originally implanted. Similar grafts left in position for 15 months 
showed virtually the same microscopic picture. In both of the cases 
here described, healing occurred uneventfully. 5 references. 4 figures. 

REFERENCES TO CURRENT ARTICLES 

The Biopsy as an Accurate Guide to the Decision of Early Skin Grafting. J. E. 
Pritchard, Montreal General Hospital, Montreal, Canada. Ann. Surg., 121: 
164-71, Feb. 1945. (Six illustrative cases are reported. Biopsy was done on 
all because of doubt as to the status of the wounds. In 3 cases, rapid frozen 
section biopsies at the time of removing the first dressing on the 8th, 11th 
and 13th days respectively, all indicated the necessity of grafting, which was 
carried out without further delay with entirely satisfactory results. In the 
other cases biopsy indicated that grafting was not needed.) 

Current Experiences in Plastic Surgery among Naval Personnel. Paul W. 
Greeley (Lt. Comdr., M.C., U.S.N.R.). Am. J. Surg., 66:401-11, Feb. 1945. 
(Discussion of plastic surgery for burn injuries, including a consideration of 
systemic damages, repair of granulating cutaneous defects, late correction of 
healed scar contractures and unusual complications. Three cases which de- 
veloped unusual complications are described in detail.) 

A Simple Skin Graft Knife for General Use. G. V. Webster (Lt. Comdr., M.C., 
U.S.N.R.). Am. J. Surg., 66:569-71, March 1945. (A simple, inexpensive skin 
graft knife is presented which utilizes 2%-inch, removable packaged razor 
blades. The knife can be used easily by even inexperienced operators to 
cut Thiersch or thick-split grafts by the free-hand technic.) 

Vaseline Gauze Contact Fixation of Split Thickness (Padgett) Skin Grafts. 
William M. Roberts and Howard J. Schaubel, North Carolina Orthopedic 
Hospital, Gastonia, N. C. Am. J. Surg., 66:16-22, Jan. 1945. (Description of 
technic and results in the use of this method on 12 patients.) 

A Modification of the Plasma Fixation Method (Sano) of Skin Grafting by 
the Use of Bobbinet and a Mirror Attachment. John A. Jenney, New York, 
N. Y. Am J. Surg., 66:3-7, Jan. 1945. (The modification here described in- 
volves the use of bobbinet on the drum of the Padgett dermatome and a mirror 
which is attached to the cutting arm. The method of use and advantages 
of both are discussed.) 

Board for Cutting Skin Grafts of Definite Width. P. Gabarro, E.M.S. Hospital, 
England. Lancet, 1:788, Dec. 16, 1944. (The board described is of stainless steel 
with four notches of different sizes; the flattened surface produced on the 
donor area by pressing this board down on it is the same width as the notch; 
the width of the graft obtained about 1% inch less. This board may be used 
with the Blair or Humby knife or with old amputation knives. With the 
Humby knife which controls the thickness of the graft and this board, grafts 
can be cut freehand from various donor areas.) 


Skin Plastic Procedures in War Injuries. Nikolai N. Blokhin, Kirov Medical 
Institute, Gorki, U.S.S.R. Am. Rev. Soviet Med., 2:104-107, Dec. 1944. (Dis- 
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cusses the indications for and methods used in 4 types of “skin plastic”: local 
dermoplasty; the pedicle flap; the tube skin plastic; and the free skin graft. 
The author is of the opinion that with the aid of penicillin, better results will 
be obtained in such plastic operations.) 

Human Cartilage Heterografts in Plastic Surgery. Eric ym ae Victorian 
Eye and Ear Hospital, Melbourne, Australia. M. J. Australia, 32, pt. 1:9-10, 
Jan. 6 , 1945. (Hyaline cartilage of the nasal septum or rib rise eg if properly 
preserved and refrigerated, can be used as a heterogeneous cartilage graft in 
plastic surgery without causing any greater tissue reaction than an auto- 
genous graft.) 

Modified Calibrated Skin-Grafting Knife: Further Observations. Kerwin M. 
Marcks (Major, M.C., A.U.S.). Surgery, 17:109-15, Jan. 1945. (Supplement to 
a previous paper illustrating the use of the attachment to the Blair-Brown 
skin-grafting knife for the cutting of split grafts.) 

Plastic Principles in Common Surgical Procedures. B. K. Rank (Major, Aus- 
tralian Army M.C.). Australian & New Zealand J. Surg., 14:14-36, July, 1944. 
(Discusses especially the use of free skin grafts for the primary and secondary 
closure of wounds, where there is skin loss. Also the use of attached flaps 
and direct flaps, where indicated for the repair of wounds. Such cases come 
under the care of the general surgeon, who should be familiar with these 
various methods of plastic surgery.) 

Notes on Scalp Closure. Harold Gillies. Lancet, 2:310-11, Sept. 2, 1944. (The 
aim of scalp closure is to provide “perfect aseptic healing of the wound.” The 
method used must avoid tension that results from partial loss of scalp by some 
form of plastic procedure. ‘The author recommends the following methods: 
The sliding rotation flap (the method of choice); the curved tripod; relaxation 
incisions (except in linear defects). Every precaution must be taken to mini- 
mize the loss of blood, whatever procedure is employed.) 

Plasma Fixation of Skin Grafts. J. Eastman Sheehan, New York Polyclinic 
Medical School and Hospital, New York, N. Y. Lancet, 2:363-65, Sept. 16, 1944. 
(The patient’s own blood (5 cc.) is used for preparation of the plasma and 
cell extract. ‘The recipient area is painted with the plasma, and the under 
side of the graft with the cell extract; and the graft is superimposed upon the 
recipient area. Where large areas are grafted a gauze bandage is employed.) 

The Free Skin Graft: A Special Technique, Edgar J. Poth, Department of 
Surgery, University. of Texas School of Medicine, Galveston, Texas. Texas 
State J. Med., 40:290-94, Sept. 1944. (The technic of the split skin graft is 
described in detail with numerous illustrations. In the preoperative period 
the importance of a healthy, well-vascularized, granulating wound bed is 
stressed as well as the value of blood transfusions, a high-vitamin and _ high- 
protein diet. With this split graft technic there is free drainage around each 
individual graft. ‘The graft must be immobilized and kept in close contact 
with the recipient surface. ‘The best dressing is 12.8 per cent Zephiran in 
glycerine, 1:1,000. Postoperative treatment varies with the condition of the 

recipient bed.) 
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15. Thyroid and Parathyroid 


TREATMENT OF HYPERTHYROIDISM WITH THIOURACIL 


A. M. Nussry 
Selly Oak Hospital, Birmingham, England 
Brit. M. J., 2:745-48, Dec. 9, 1944 





Thiouracil was employed in the treatment of 27 unselected cases 
of hyperthyroidism. ‘The usual dose given in the initial phase of the 
treatment, while the patient was in the hospital, was usually 0.2 gm. 
t.d.s. Good response to the treatment was obtained in all but one 
case, in which the disease was of long standing. Signs of improvement 
were usually evident in 10 to 14 days. Reduction of the basal metab- 
olism rate paralleled the clinical improvement. Exophthalmos, 
which was present in only a few of the cases in this series, was not 
influenced by the thiouracil; and the enlargement of the thyroid was 
not diminished “to any extent,” but the vascularity of the thyroid 
diminished, as shown by lessening or disappearance of the bruit over 
the gland. The maintenance dose on which the pulse rate and gen- 
eral condition of the patient remained satisfactory varied from patient 
to patient, and could be determined only by careful observation after 
discharge from the hospital. For most patients a maintenance dose of 
().2 gm. daily and for some 0.1 to 0.05 gm. daily was satisfactory. In no 
case was ‘‘an alarming fall” in the total white cell count or the poly- 
morphonuclears observed. 

Three patients had had a partial thyroidectomy previously; one 
of the patients had been operated on 18 years before and had had a 
recurrence of symptoms 9 years later; this patient was the one who 
failed to respond to thiouracil. ‘The other 2 patients who had de- 
veloped recurrences after partial thyroidectomy responded well to 
thiouracil. 

The author concludes that thiouracil, although involving some 
risk, is much safer than operation, and that thiouracil should be tried 
in all cases of thyrotoxicosis. With further experience, it may be 
that “the hitherto almost unrivalled surgical treatment” of thyrotoxi- 
cosis may “have to give way to medical treatment.” 

{Continued reports of the use of thiouracil are being made and the interest- 
ing point in this series is, as it has been the experience of other observers, that 
the exophthalmos is not affected by the use of thiouracil.—Ep.) 


SURGICAL TREATMENT OF HYPERTHYROIDISM 
IN DIABETES 
CHARLES GorDON HeEyYpD 
Proceedings of the New York Diabetic Association, April 25, 1944 
Am. J. Digest. Dis., 11:392-94, Dec. 1944 


Suggestions are made that (1) in every suspected case of diabetes 
with hyperthyroidism, a diagnosis of true diabetes must be established: 
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the standard for diagnosis of diabetes in hyperthyroidism has been 
raised to a blood sugar of 0.15 per cent fasting or 0.20 per cent or more 
after meals, in addition to glycosuria; (2) diabetes is not cured by a 
successful resection of the thyroid but by elimination of an active 
destructive condition (hyperthyroidism); (3) correction of hyperthy- 
roidism, either primary, as in Graves’ disease, or secondary, as in ade- 
nomatous goiter, but adequate surgical resection of the thyroid dimin- 
ishes the intensity of the coexisting diabetes and renders the diabetes 
more amenable to diet and insulin; (4) hyperthyroidism in the diabetic 
patient differs very little from hyperthyroidism in the non-diabetic, but 
the diabetes is intensified because the hyperthyroidism reduces the 
ability of the diabetic patient to utilize carbohydrates and decreases the 
efficiency of the unit of insulin; (5) in the presence of diabetes and 
hyperthyroidism the hyperthyroidism should be attacked first; (6) in 
a diabetic a non-toxic goiter has no influence upon the diabetes either 
before thyroid resection or afterward. Excess thyroxin destroys avail- 
able insulin and it is the factor that determines the intensity of the 
diabetes. 8 references. 


{The conclusions in this article are in accord with the workers in diabetes 
with its relationship to hyperthyroidism.—Ep. | 


THE ROLE OF EXOPHTHALMOS IN THE DIAGNOSIS 
AND TREATMENT OF GRAVES’ DISEASE: 
REPORT OF CASES 


FrRANcIS HEED ADLER 
Philadelphia, Pa. 
West Virginia M. J., 40:316-26, Oct. 1944 


The eye signs in Graves’ disease are important not only for 
diagnosis but are also of aid in determining proper treatment, for they 
are helpful in separating cases which respond well to surgery from 
those that do not. There are two types of exophthalmos. The one is 
of mild degree and occurs after definite symptoms of thyrotoxicosis 
have set in, and either stops after partial thyroidectomy or may per- 
haps increase slightly for a time after operation and then may decrease 
slightly. The other type, which is discussed in detail, first came to the 
attention of the unfortunate thyroid surgeon who found to his dismay 
that certain cases of exophthalmos became fulminating after operation 
instead of getting better. ‘These cases have been called by many dif- 
ferent names, but perhaps the term coined by Means, who calls this 
type the “special ophthalmopathic type,” is best suited. ‘Ihe best treat- 
ment for this type is prevention, and this is accomplished in the vast 
majority of cases by refraining from operation. An analysis of the cases 
in the literature shows that most cases have occurred after the thy- 
roidectomy. 

The signs by which this type of ophthalmopathic Graves’ disease 
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can be recognized are outlined as follows: (1) non-inflammatory edema 
of the lids; (2) edema of the bulbar conjunctiva, settling to the ‘lower 
cul-de-sac, but not involving the palpebral conjunctiva; (3) progres- 
sive exophthalmos; (4) early limitation of movement of one or both 
globes, due to proptosis; and (5) exophthalmos out of all proportion 
to signs of thyrotoxicosis; in fact, strikingly in the inverse proportions, 
hence, most frequently seen in post-thyroidectomy cases. ‘Ten illus- 
trative cases are reported. 12 references. 6 figures. 


[In spite of the criteria set up in this paper it is impossible to state which 
patients will develop progressive exophthalmos, and in some of the desperate 
cases of exophthalmos a thyroidectomy has resulted in a marked regression of 
the exophthalmos immediately after operation. The simple sign of pressing 
on the eyeballs with the fingers and seeing if their position is fixed is clinically 
the most useful. Eyeballs in normal persons, and in exophthalmic cases which 
are safe to operate upon from the standpoint of the eyes, can be pushed back- 
ward quite easily into their sockets. Fixed eyeballs should make one suspicious 
of the possibility of progressive exophthalmos.—Eb. | 
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British Experience in the Treatment of Hyperthyroidism with Thiouracil. Edi- 
torial. J.A.M.A., 127:334, Feb. 10, 1945. (Reference to 27 unselected cases 
treated by Nussey with thiouracil for 3 weeks to 12 months with favorable 
results in all except | case of long standing. It is urged that all patients suf- 
fering from hyperthyroidism be treated with thiouracil. It is too early to 
evaluate this form of therapy, but a safe basis seems to have been established 
for continued observations on the curative action of thiouracil.) 

Thiourea and Experimental Carcinogenesis in the Thyroid. J.A.M.A., 127:278-79, 
Feb. 3, 1945. (Review of recent literature bringing up the problem of whether 
thiouracil may have a carcinogenic effect, since thiourea and acetaminofluorene 
together evoke rapidly growing tumors in rats. The thyroid carcinogenesis 
reported by Bielschowsky with this combination raises the practical question 
as to the possible hazard of using thiouracil in toxic diffuse goiter except as 
a preliminary to resection of the gland.) 

Fatal Agranulocytosis Resulting from Thiouracil. M. Irene Ferrer, David M. 
Spain and Richard T. Cathcart, Bellevue Hospital, N. Y., N.Y. J.A.M.A., 
127:646-47, March 17, 1945. (Although the dosage given in this case was 
slightly higher than that usually employed, it was problematic whether the 
total dosage was related to agranulocytosis. It is believed that the latter occurs 
on the basis of developing sensitivity or idiosyncrasy rather than on the cumula- 
tive effect of the drug. Hemoglobin casts were found in the renal tubules. It 
is suggested that in cases where renal complications tend to become severe or 
increase it might be wise to administer sodium bicarbonate with the thiouracil.) 


An Improved Thyroid Flap Retractor. William P. Eckes, New York, N. Y. Am. 
J. Surg., 66:140-41, Jan. 1945. (The advantages claimed for this retractor are 
that it gives adequate flexible mechanical traction with a minimum of trauma, 
does not interfere with the operative field, is simple in construction, and can 
easily be duplicated at low cost in readily available materials.) 


The Use of Thiouracil in Hyperthyroidism: Ten Illustrative Cases. Arnold 
S. Jackson, Freda Meyers Nishan Foundation for the Study of Goiter of the 
Jackson Clinic. Am. J. Surg., 66:467-78, March 1945. [A report of 30 cases 
of hyperthyroidism treated with thiouracil is presented. Owing to numerous 
complications arising from its use every safeguard should be used to protect 
the patient (7 fatal cases of agranulocytosis in a series of 2,000 cases). About 
83 per cent of patients are benefited by this treatment. Six special indications 
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are listed. It will not supplant surgery in the treatment of exophthalmic 
goiter. It may eliminate the 2-stage operation in toxic adenoma. | 

The Influence of Thyroid Principle on the Prothrombinopenic Action of Dicu- 
marol. K. G. Wakim, K. K. Chen and W. D. Gatch, Indiana University Medi- 
cal Center and the Lilly Research Laboratories, Indianapolis, Ind. Surg. 
Gynec. & Obst., 80:178-80, Feb. 1945. (The administration of desiccated thy- 
roid had no significant influence on the prothrombinopenic effect of dicumarol 
in dogs and rats.) 

Parathyroid Adenoma ‘Treated with X-Ray and Surgery; Report of a Case. R. 
S. Dinsmore and E. Zidd, Cleveland Clinic, Cleveland, Ohio. Cleveland Clin. 
Quart., 12:16-18, Jan. 1945. (In the case reported, the patient showed typical 
symptoms ‘of hyperparathyroidism—cystic bone changes, urinary calculi, leth- 
argy and drowsiness. Irradiation relieved the drowsiness but not the other 
symptoms. \After operative removal of the parathyroid tumor all symptoms 
were relieved. The parathyroid adenoma grossly resembled a degenerated 
thyroid adenoma; it could not be determined whether these degenerative 
changes were the result of the x-ray therapy or not.) 

Thiouracil in the Treatment of Complicated Hyperthyroidism; Report of Six 
Cases. E. Perry McCullagh, R. S$. Dinsmore and Florence Keller, Cleveland, 
Clinic, Cleveland, Ohio. Cleveland Clin. Quart., 12:3-15, Jan. 1945. [Re- 
ports 6 cases of complicated hyperthyroidism all of which were considered 
inoperable for “one reason or another’ in which thiouracil was employed. 
The results varied from complete relief of symptoms to “total lack of re- 
sponse.” One patient died in thyroid crisis while thiouracil had been given 
only a short time (20 days) after iodine had been used for 6 weeks. In the 
other cases thiouracil was given for many weeks or months; one patient 
developed polymorphonuclear leukopenia. | 

Hypertension in a Case of. Hyperthyroidism Associated with Acromegaly. a 
erick A. Bothe. 5S. Clin. North America, 1365-9, Dec. 1944. (Report of ; 
case of acromegaly associated with hyperthyroidism and hypertension, with 
marked improvement following x-ray treatment over the pituitary, and thy- 
roidectomy in stages.) 

rhe Allergic Pathogenic Mechanism of Thyrotoxicosis. Abraham O. Wilensky, 
N. Y., N. Y. Surgery, 17:61-72, Jan. 1945. (Following a factual, clinical and 
pathologic review of thyrotoxicosis, the author feels that the evidence is over- 
whelmingly in favor of the viewpoint that thyrotoxicosis must be classified—at 
least as far as its pathogenic mechanism is concerned—with the allergic group 
of diseases. Iodine decreases the sensitization of the patient.) 

Renal Calculus with Parathyroid Adenoma. Gordon S. Foulds, ‘Toronto, Canada. 
J. Urol., 52:180-83, Sept. 1944. (Reports a case in which stones had repeatedly 
formed in both kidneys, when the first studies of blood calcium and phos- 
phorus showed the calcium above normal but the phosphorus normal. Eight 
years later bilateral renal calculi were present; there was bone pain, weakness, 
roentgen-ray evidence of osteitis fibrosa cystica, elevated blood calcium and de- 
creased phosphorus. A diagnosis of hyper parathyroidism was made; at oper- 
ation a parathyroid tumor was removed that proved to be an adenoma. Fol- 
lowing operation the patient's symptoms were relieved, and the general con- 
dition improved, although the renal calculi and osteitis fibrosa cystica showed 
little change.) 

Fatal Agranulocytosis Resulting from Thiouracil. Julius Kahn and Robert P. 
Stock, Los Angeles, Calif. J.A.M.A., 126:358-59, Oct. 7, 1944. (Report of a 
death due to agi ranulocytosis with subsequent agranulocytic angina, attributed 
to administration of thiouracil.) 

Granulocytopenia: A Case Caused by Thiouracil. Andrew H. Meyer, Oakland, 
Calif. California & West. Med., 61:54, Aug. 1944. (This drug has been found 

capable of producing marked granulocytopenia and even agranulocytosis.) 
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Creatinuria in Hyperthyroidism and in Essential Hypertension. Jerome V. 
Treusch, Edwin J. Kepler, Marchelle H. Power and Samuel F. Harris. Am. 
J. M. Sc., 208:310-15, Sept. 1944. (The majority of patients in those studied 
who had hyperthyroidism, excreted more than 135 mg. of creatin in twenty- 
four hours, while the majority of those with essential hypertension excreted 
less than 90 mg. in twenty-four hours. It seems, therefore, that the elevated 
blood pressure in essential hypertension has a different physical basis than 
that in hyperthyroidism. 

Thiouracil Medication in Hyperthyroidism, Hypertension, and Neuroses.  E. 
A. Cannon, St. Mary’s Hospital, Hoboken, N. J. J. M. Soc. New Jersey, 
41:339-43, Sept. 1944. (Thiouracil medication had marked value in 3 cases 
of hyperthyroidism, moderate value in 4 cases of anxiety states and no value 
in 4 cases of long-standing arteriosclerotic hypertension. “The dosage recom- 
mended for hyperthyroidism was .3-.4 Gm. thiouracil t.i.d. with basal metab- 
olism not over plus 40 per cent, .2-.3 Gm. t.i.d. in cases of B.M.R. between 
plus 20 and plus 30 per cent and .1-.2 Gm. t.i.d. when the B.M.R. was plus 10 to 
plus 20 per cent. No thiouracil is given when the B.M.R. reaches 0. ‘The main- 
tenance dose was usually .1| gm.-.2 gm. daily indefinitely. ‘Thyroid extract 
was given when necessary to control hypothyroid symptoms due to the drug.) 

Effect of Sulfonamides and Thiourea Derivatives on Heart Rate and Organ 
Morphology. C. P. Leblond and H. E. Hoff, Department of Anatomy and 
Physiology, McGill University, Montreal, Canada. Endocrinology, 35:229-33, 
Oct. 1944. (Experiments on rats show that the effect of thiourea derivatives 
on the heart rate and organ morphology is the same as that of thyroidectomy. 
These findings confirm the assertion that this drug suppresses secretion of the 
thyroid.) 

Hyperthyroidism and Thiourea (Hipertiroidismo y thiourea. Comunicacién 
preliminar). C. Silva Lafrentz, Seccién Medicina Interna, Hospital Vina del 
Mar. Rev. de med., Valparaiso, 17:522-25, May 1944. (Case report. Suc- 
cessful use of thiourea.) 

Treatment of Hyperthyroidism: Personal Experience with Nine Hundred Cases 
(Tratamento de hipertireoidismo. Experiéncia pessoal sébre 900 casos). 
Mariano de Andrade and Raymundo Britto. Med. cir. pharm., 97:195-226, 
April 1944. (Analysis of cases: 377 operated cases, 142 cases treated with 
x-ray; 96.6 per cent of operated cases were cured, 3 recurred, and 8 died, 2.6 
per cent.) 


16. Thoracic Surgery 


THORACIC INJURIES 


JOHN ALEXANDER 


University Hospital, Ann Arbor, Mich. 
Am. J. Surg., 67:360-67, Feb. 1945 


Either sucking wounds of the thorax or those wounds that result 
in the accumulation of blood or air in the pleural cavity may cause 
anoxia. Patients with either type of wound go into “apparently typical 
surgical shock,’’ not entirely due to loss of blood even if hemorrhage 
has been severe. In many cases of thoracic wounds, shock symptoms 
are due to a special “thoracic shock,” which is caused by “‘a specific 
imbalance of the vital functions of respiration and circulation within 
the chest.” In the treatment of shock in such cases, the usual measures 
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employed in surgical shock are employed; this should include the ad- 
ministration of oxygen w hich is of more importance in thoracic than 
in non-thoracic injuries because of the direct involvement of the respir- 
atory system. Special measures are also necessary for the treatment of 
tension pneumothorax. Aspiration of the air, repeated as necessary, 
is indicated. If the tension pneumothorax is caused by a valvular 
wound of the thoracic wall, the wound should be plugged or tightly 
strapped as ‘‘a first aid measure,” and then the air aspirated. If the 
patient must be transported without facilities for aspiration “en route,” 
a catheter should be introduced obliquely through the thoracic wall, 
with its outer end in a jar under sterile water that is placed lower than 
the patient’s chest. 

When adequate operating facilities are available, the pack in the 
wound should be removed, preferably during positive pressure anes- 
thesia. “Che wound is then débrided and sutured “‘air tight,’’ and any 
pneumothorax air aspirated. ‘The patient should be urged to cough to 
free the bronchi of blood and secretions; if necessary, postural drain- 
age and intrabronchial aspiration by catheter or bronchoscope should 
be used. If the damage to the thoracic wall or lung or both has been 
extensive, drainage of the pleural cavity by the water seal method, at 
the time that the wound of the thoracic wall is débrided and sutured, 
may be indicated to avoid infection. Injured pulmonary vessels must 
be sealed before drainage is instituted. Early, wide thoracotomy is not 
indicated for the removal of foreign bodies unless such foreign bodies 
are large or unless there is some other indication for this procedure. If 
foreign bodies have not been removed within 3 or 4 days after injury 
and if infection develops, they should not be removed for several 
weeks or months, after normal physiological conditions of the chest 
have been re-established. 

In the treatment of hemothorax, if the accumulation of blood in 
the thoracic cavity is large, before the bleeding pulmonary vessel is 
closed, the hydrostatic pressure of the blood against the heart and great 
blood vessels and the mediastinal displacement may cause cardiorespir- 
atory decompensation. In such cases blood must be withdrawn to 
relieve the hydrostatic pressure, but the collapse of the lung must be 
maintained till a firm thrombus forms in the injured pulmonary ves- 
sels. It is in these cases of hemothorax that withdrawal of 200 or 300 
cc. of blood and replacement with the same or lesser amount of air are 
indicated; this may be repeated as necessary. In other cases of hemo- 
thorax, air replacement should not be used after withdrawal of blood, 
in the author’s opinion, as it interferes with the desirable early ex- 
pansion of the lung and its adherence to the thoracic wall. Early 

“staged” aspiration of all fluid blood that can be withdrawn is indi- 
cated in hemothorax, whether it is producing pressure symptoms or 
not. In cases in which clotting of blood or infection interferes with 
emptying the cavity by aspiration, there is “an increasing tendency” 
among thoracic surgeons to open the chest and remove the masses of 
clots and debris manually, a month or 6 weeks after injury. 
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WOUNDS OF THE CHEST IN PACIFIC JUNGLE WARFARE; A 
REVIEW OF THIRTY-TWO CASES 
Harry G. Harpt, Jr. (Capt., M.C., A.U.S.) 
Arch. Surg., 49:367-72, Dec. 1944 


In the 32 cases reported, all but 1] of the patients were brought to 
“an adequately established hospital’’ within a few hours, many within 
an hour, after being wounded. Symptoms of shock were severe in only 
6 cases, but all of the patients were given 300 cc. of plasma on admis- 
sion to the first hospital or in an aid station; it is probable that in many 
cases the development of clinical shock was prevented by this proce- 
dure. In the 6 cases with evidence of severe shock, energetic treatment 
with transfusions and Barges resulted in good recovery. ‘The wounds 
were perforating in 9 of the 32 cases and penetrating, with foreign 
bodies in the tissues, in 23 cases. “The immediate treatment of the 
wound in these cases was application of sulfonamide crystals locally 
and a dry dressing. On admission to the hospital, exploration and 
débridement could be done in almost every case. “The wound was 
closed primarily in 14 cases; the wound was left open and packed with 
petrolatum gauze in 1] cases. ‘This was done because these wounds 
were caused by mortar shells and there was such a large area of dam- 
aged tissue and multiple foreign bodies, that complete débridement 
could not be performed; in 2 cases of this type in which closure was 
attempted, infection of the wound resulted. Seven small wounds were 
treated by cleansing and dressing only. Sulfanilamide crystals were 
“frosted’’ in every wound in this series. Secondary surgical operation 
for continued pulmonary bleeding was necessary in only 1 case. 

In treatment of hemothorax of traumatic origin, aspiration and 
replacement of air may be employed within the first 72 hours after 
the injury if there is excessive dyspnea or if continued bleeding from 
the pulmonary parenchyma is suspected. In the intermediary hos- 
pital, where none of the patients were received until more than 72 
hours had elapsed after wounding, aspiration and replacement of air 
were not used; these procedures had been employed in 3 cases in the 
forward hospitals. In the intermediary hospital, diagnostic aspiration 
was done 34 times in 21 cases of hemothorax. In 4 cases, there was a 
daily elevation of temperature over 100° F., and aspiration of blood 
was done; in all the temperature fell promptly. In 3 cases subsequent 
roentgenograms showed no reformation of fluid; the 4th patient was 
evacuated from the hospital because of other injuries. There were no 
deaths in this series, which is attributed to the fact that these patients 
could be treated promptly. All of these patients were evacuated by air 
without permanent ill effect; only | patient required oxygen, 7 noted 
a slight increase in dyspnea, 24 no change in respiratory symptoms, dur- 
ing the flight. 
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RECENT OBSERVATIONS CONCERNING THE TREATMENT 
OF CHEST WOUNDS 
BriAN Biapes (Lt. Col., M.C., A.U-.S.) 
S. Clin. North America, 1410-23, Dec. 1914 


Practically all surgeons agree that, if possible, operations in the 
forward areas should be confined to closure of sucking wounds, control 
of external hemorrhage and relief of tension pneumothorax. “lwo im- 
portant points in the initial treatment of chest wounds which have 
received particular attention during this war are (1) the management 
of sucking wounds, and (2) relief of pain originating in the chest wall. 
In the case of sucking wounds, it is true that openings larger than the 
trachea are more dangerous than smaller defects, but the consequences 
will depend eventually upon the vital capacity of the wounded man. 
Immediate closure of sucking wounds should be the rule, but under 
adverse conditions precluding proper cleansing of the wound, the 
methods of closure should be altered, depending upon the condition 
of the wound. ‘The use of novocain injections to relieve pain origi- 
nating in the chest wall deserves consideration. ‘Che novocain may be 
injected either at the site of rib fracture or by paravertebral block. 

With regard to the treatment of traumatic hemothorax it is be- 
coming more and more apparent that conservative treatment is indi- 

cated only where the hemothorax is very small. Early aspiration, 
prefe1 rably without air replacement, seems to give the best results. _Im- 
mediate treatment must of course be directed toward control of 
hemorrhage and shock. Early expansion of the lung is accomplished 
by aspiration of the fluid from the pleura with a syringe and needle, 
even when pressure symptoms are not present. ‘The low incidence of 
serious empyemas in gunshot wound cases at the Walter Reed Hospital 
has, in the author's opinion, been influenced by the policy of early and 
vigorous attempts to effect expansion of the lung. Most surgeons ad- 
vocate early vigorous attempts to free the pleura of blood. Holman is 
an exception, suggesting that aspiration of fluid should be reserved for 
cases showing pressure symptoms or for cases in which infection is sus- 
pected. Schrire advocates immediate exploratory thoracotomy in all 
types of pleural pulmonary wounds. Most experienced surgeons agree 
that such a radical policy would result in unnecessary operations and 
raise the mortality rate. Chronic hemothorax should be treated by open 
thoracostomy and decortication of the lung if necessary. Once it is 
apparent that the organized clot cannot be evacuated by aspiration with 
syringe and needle, surgical intervention should be recommended. The 
surgical principles involved in the management of shell fragments in 
the lungs are reviewed. 

Both sulfanilamide and penicillin have been suggested to reduce 
the incidence of hemolytic streptococcal infections. It is possible that 
penicillin will prove of value for local application owing to its retained 
potency in the presence of blood and pus. Following such sterilization 
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of the pleural contents with chemical agents, the mechanical problem 
of re-expansion of the lung remains. The technic of operation for 
chronic hemothorax is described, as well as the general routine em- 
ployed successfully in the treatment of initial traumatic hemothorax, 
and the technic of localization and removal of shell fragments. 18 
references. 2 figures. 


TRAUMATIC HEMOTHORAX. DECORTICATION IN THE 
TREATMENT OF THE CHRONIC UNINFECTED TYPE 
FRANK P. CoLEMAN (Major, M.C., A.U.S.) 

Arch. Surg., 50:14-18, Jan. 1945 


The organization of deposits of fibrin leads to later varying degrees 
of respiratory disability in an otherwise uncomplicated acute traumatic 
hemothorax. In the latter, the surgical approach is governed some- 
what by the site of formation of the blood clot. The blood clot usually 
assumes a dependent position within the pleural cavity, lying in the 
costovertebral gutter and overlying the diaphragm. ‘This region is 
reached through a posterolateral incision, and the pleural cavity is 
entered through the seventh or eighth intercostal space. On division 
of the intercostal muscles and parietal pleura, one encounters the wall 
of the hematoma. A cleavage plane between the wall of the hematoma 
and the pleura is easily developed. ‘The wall of the hematoma is freed 
from adjacent structures by blunt dissection, working away from the 
thoracic wall and lung. The index finger or a blunt gauze dissector 
may be used. In this manner it is possible to mobilize a large hema- 
toma without disruption of its physical characteristics. Following lib- 
eration of the hematoma, the underlying pleura may appear practically 
normal. The previously constricted diaphragm and lung will func- 
tion normally with removal of the fibrous encasement. In a clotted 
hemothorax of less than 3 weeks duration the cleavage plane between 
the pleura and the wall of the hematoma is not clearly demarcated. At 
this stage the wall of the hematoma is not well organized and there is 
persistence of edema of the adjacent pleura. Early removal of the 
deposit of fibrin does not permit the ready re-expansion of the lung, 
which is so admirably demonstrated when this structure is freed of a 
well-organized hematoma. 

Three cases are described in detail to illustrate the clinical mani- 
festations and the morbid anatomic structure of a chronic organized 
uninfected hemothorax. 

The technic of decortication of the lung was first described by 
Fowler in 1893, and was applied to cases of organized hemothorax in 
1919 and 1920 by Turner and Moynihan, respectively. The method 
has received little attention from that date up to the recent contribu- 
tion by Smithy in 1943. 10 references. 
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PENICILLIN IN THE TREATMENT OF WAR WOUNDS 
OF ‘THE CHEST 
A. L. D’ArsBeu (Lt. Col., R.A.M.C.), J. W. Litcnrietp (Major, R.A.M.C.), and 
Scotr THomMson (Major, R.A.M.C.) 
Brit. J. Surg., 32:179-98, Supplement to July 1944 


In 202 cases of severe chest wounds, penicillin has been used in the 
treatment of 64 cases. In the treatment of pyothorax, intrapleural 
injection or instillation of penicillin following aspiration was found 
to be more effective than the parenteral administration of penicillin. 
The infection was controlled by this method in all but 1 case, even 
though thick pus was present, so that operation for drainage was not 
necessary. It has been found that the pleural cavity can retain instilled 
sodium penicillin for as long as 3 days, thus maintaining a reservoir of 
this effective bacteriostatic agent at the site of infection. In cases of 
severe septic chest-wall wounds, instillation of penicillin through tubes 
every 12 hours makes it possible to close such wounds in many in- 
stances without drainage. 

Penicillin has also been used locally in the treatment of extrapleural 
hemothorax and of intrapleural hemothorax complicating thoracotomy 
operations. With the local use of penicillin, the chest can be closed 
without drainage. One case of lung abscess was treated successfully by 
penicillin instillations and suture. Systemic penicillin therapy should 
be combined with local penicillin in cases where toxemia persists be- 
cause of bacterial invasion of the lung or pleural membrane, and also 
in the occasional severe chest-wall wound where closure of a septic 
pneumothorax wound is necessary. 

On the basis of the results obtained in the cases reported, the 
authors recommend that in cases of hemothorax the treatment in the 
forward areas should consist of thorough aspiration and instillation of 
penicillin. Penicillin does not, however, prevent “the mechanical de- 
rangements” resulting from hemothorax, so that surgical measures 
(such as thoracoplasty) may still be required in addition to adequate 
aspiration. But such procedures can be carried out more safely if the 
pleural cavity has been freed of Gram-positive organisms by previous 
treatment with penicillin. 

In the series of 64 cases of thoracic wounds treated with penicillin 
there were no deaths, while in a comparable series of 40 cases in which 
penicillin was not used there were 6 deaths. Penicillin also reduced 
the period of invalidism following chest wounds. 

REFERENCES TO CURRENT ARTICLES 
Reconditioning in Chest Surgery. John B. Grow (Col., M.C., A.U.S.), Omer 
M. Raines (Major, M.C., A.U.S.) and Ora L. Huddleston (Major, M.C., 
A.U.S.). J.A.M.A., 126:1059-60, Dec. 23, 1944. (Planned reconditioning pro- 
grams are described for patients suffering from suppurative disease of the 
pleura and pulmonary parenchyma, after pulmonary resection and explora- 
tory thoracotomy. A satisfactory reconditioning program requires close co- 
operation between the surgeon, the physical therapist and the medical officer 
in charge of the reconditioning.) 
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Bronchocolic Fistula. Russell Buxton and Rachelle L. Kurman, Newport News, 


Va. Am. J. Surg., 66:137-39, Jan. 1945. [A review of the literature reveals 
only 1 case of bronchocolic fistula, whereas about 60 cases of bronchobiliary 
fistula were found. The case here reported occurred in a colored boy of 9 
years, admitted with a diagnosis of gangrenous appendicitis with perforation. 
Twenty-eight days after operation the patient developed a fever of 105° F., 
with coughing, vomiting and expectoration of bloody purulent material. X-ray 
revealed a sinus extending through the diaphragm into the bronchus (skiodan 
injection of appendix). The patient was discharged with fistula still drain- 
ing. Two years later the child was reported to be completely normal. | 


Intrapleural Penicillin in Penetrating Wounds of the Chest. W. F. Nicholson 


(Major, R.A.M.C.) and C. R. Stevenson (Capt. R.A.M.C.). Brit. J. Surg., 
32:176-79, Suppl. July 1944. [In cases of fluid hemothorax, the injection of 
sodium penicillin (30,000 units in 50 cc. normal saline) after each aspira- 
tion did not reduce the incidence of empyema as compared with cases treated 
previously by aspiration alone. In cases of infected clotted hemothorax, ade- 
quate surgical treatment (thoracotomy) with local penicillin resulted in recov- 
ery without the formation of empyema in a considerable percentage of cases. 
Penicillin was also used locally in operations for foreign bodies in 12 cases 
without subsequent infection in any case. | 


Roentgen Pathology of the Chest in Battle Casualties. David S. Carroll (Capt., 


M.C., A.U.S.) and Pasquale Ciaglia (Capt., M.C., A.U.S.). Am. J. Roentgenol., 
53:1-6, Jan. 1945. (Roentgenological examination of patients with chest in- 
juries should be made if possible with the patient in the upright position. 
When this is not possible the examination should be made with a postero- 
anterior projection with the patient in the lateral recumbent position. For- 
eign bodies may be difficult to visualize beneath the diaphragm or behind the 
heart with the portable unit and routine technic. Overpenetrated roentgeno- 
grams have often been employed; roentgenoscopy is also of value. Although 
in battle casualties foreign bodies in the chest are often large and often carry 
in “bits of clothing,” the authors have not found roentgenological signs of 
infectious processes such as empyema, lung abscess and mediastinitis. They 
attribute this to the early use of penicillin and chemotherapy. Eight illus- 
trative cases are reported.) 


A Laboratory Course in Thoracic Surgery; Exercises in the Performance of Sur- 


gical Procedures on the Thorax with a Discussion of their Clinical Applica- 
tions. Emile Holman (Commander [MC]|—V [S], U.S.N.R.) and William 
Lister Rogers (Commander [MC]—V [S], U.S.N.R.). Arch. Surg., 49:373-87, 
Dec. 1944. (Describes various thoracic surgical operations performed on dogs 
under intravenous pentothal sodium anesthesia, and the application of the 
various procedures employed in treatment of thoracic lesions in humans. The 
procedures discussed include: aspiration of the chest; insertion of needle for 
tension pneumothorax; methods of closed and open drainage for empyema; 
treatment of penetrating and of sucking wounds of the chest; foreign bodies 
in the lungs; methods of thoracotomy; treatment of wounds of the heart; and 
application of these principles to the treatment of gunshot wounds of the 
chest.) 


Constant Suction in Thoracic Surgery: Description of an Anaesthetic Apparatus. 


K. B. Pinson and A. Graham Bryce, Manchester Coordinated Thoracic Sur- 
gery Service, Manchester, England. Brit J. Anaesth., 19:53-61, July 1944. 
Description of an apparatus designed to provide continuous aspiration in 
thoracic surgery. This apparatus can be used with various forms of anesthesia, 
including ordinary inhalation anesthesia with face piece, constant or intermit- 
tent positive pressure anesthesia, “controlled respiration” with pump ventila- 
tion, and “secondary circulation” of the anesthetic gases.) 


Major Complications of Penetrating Wounds of the Chest. A. L. d’Abreu (Lt. 
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Col., R.A.M.C.), J. W. Litchfield (Major, R.A.M.C.) and C. J. Hodson (Major, 
R.A.M.C.). Lancet, 2:197-201, Aug. 12, 1944. (In 260 severe war wounds of 
the chest there were 15 deaths, 5.7 per cent mortality. There were 77 cases 
of empyema, 44 cases of atelectasis, 16 cases of lung abscess, 11 cases of extra- 
pleural hemothorax. In cases of empyema, operation often has to be more 
extensive than in civil practice. Penicillin was found to be of great value for 
intrapleural instillation in the form of the sodium salt.) 


17. Chest Wall 


REFERENCES TO CURRENT ARTICLES 

Thoracoplasty for Tuberculosis. James D. Murphy (Lt. Col., M.C., A.U.S.). 
M. Bull. Vet. Admin., 21:140-43, Oct. 1944. (In 122 patients, 300 consecu- 
tive thoracoplasty stages have been done for pulmonary tuberculosis with 
closed ether-oxygen anesthesia. ‘There were 2 postoperative deaths, one after a 
second-stage and the other after a first-stage operation, and | late death. Com- 
plications were few. The author considers that ether, if properly administered, 
is a safe anesthetic for patients with pulmonary tuberculosis. Secretions must 
not be allowed to accumulate in the tracheobronchial tree. The thorac- 
oplasty has been completed in 86 of these patients, and in 60 of these, 70 per 
cent, the sputum is negative for acidfast bacilli.) 


18. Pleura 


REFERENCES TO CURRENT ARTICLES 

Current Practice in Treatment of ‘Thoracic Empyema. Edward M. Kent (Lt. 
Comdr., M.C., U.S.N.R.) and W. Warren Sager (Comdr., M.C., U.S.N.R.), U.S. 
Naval Hospital, National Naval Medical Center, Bethesda, Md. S. Clin. 
North America, 1492-1507, Dec. 1944. (Delay in surgical intervention cannot 
be justified on basis of results seen to date with sulfonamides or penicillin. 
Further work may improve results in treatment of empyema with penicillin 
but it is doubted that a substitute for drainage can be found for cases with 
frank suppuration. Toxicity in empyema is strikingly reduced by penicillin 
but the threat of pleural suppuration must not be underestimated on this 
account.) 

Physical Considerations in Empyema Thoracis. E. S. J. King and E. R. Tre- 
therne, Univ. of Melbourne, Melbourne, Australia. Australian and New Zea- 
land J. Surg., 14:42-52, July 1944. (Discusses the physical factors involved in 
the successful treatment of empyema thoracis, by closed drainage under nega- 
tive pressure.) 

Intrapleural Infection with Clostridium Welchii. J. Karl Poppe, Washington 
Univ. School of Medicine, St. Louis, Mo. J. Thoracic Surg., 13:340-44, Aug. 
1944. (Reports 3 cases in which intrapleural infection with Clostridtum 
welchii developed after a lobectomy. All these patients recovered after 
adequate drainage and treatment with penicillin. Intrapleural infections 
with Cl. welchit do not show the invasive character or high mortality usually 
associated with this organism. Adequate drainage is essential in treatment.) 
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19. Lung 


TOTAL AND PARTIAL PNEUMONECTOMY IN THE 
TREATMENT OF PULMONARY TUBERCULOSIS 


Rosert M. JANES 





University of Toronto, Department of Surgery, Toronto, Canada 
]. Thoracic Surg., 14:3-19, Feb. 1945 


Partial pneumonectomy has been done in 17 cases and total pneu- 
monectomy in 15 cases because of tuberculosis. “The most frequent in- 
dication for partial pneumonectomy has been an open cavity with 
positive sputum after pneumothorax or in cases in which pneumo- 
thorax was impossible because of adhesions; in | case the middle lobe 
was exercised because of stenosis of the bronchus. ‘The most common in- 
dication for total pneumonectomy was stenosis of the bronchus; in 2 
cases in which pneumonectomy was done there was a complicating 
bronchiectasis. 

In all these cases, the posterolateral route was used without removal 
of a rib. ‘The bronchus, whether lobar or main, was severed as far 
proximally as possible so that it might be covered with ease; the cut 
end of the bronchus was closed with a running suture of catgut, in 
some cases reinforced with interrupted silk sutures. An upper lobe 
lobectomy was done in | case with a narrowing of the main bronchus in 
which a pneumonectomy should have been done. One death occurred 
following excision of a lower lobe with a relatively acute tuberculous 
lesion. In most cases in which lobectomy was done, a satisfactory result 
was obtained. ‘The results in the cases in which pneumonectomy was 
done for stenosis of the bronchus were “reasonably satisfactory.” On 
the basis of this small series of cases, it is impossible to express “‘dog- 
matic opinions.” ‘The cases for which partial or total pneumonectomy 
have been considered are for the most part those in which other thera- 
peutic measures have not given satisfactory results. Increasing experi- 
ence, especially in the selection of cases, should make it possible to im- 
prove results and avoid errors in the use of these procedures. 


PULMONARY RESECTION IN THE TREATMENT OF 
PULMONARY ‘TUBERCULOSIS 
RicHARD H. OverRHOLT and NORMAN J. WiLson 


New England Deaconness Hospital, Boston, Mass. 
Am. Rev. Tuberc., 51:18-50, Jan. 1945 


Since 1934, 97 pulmonary resections have been done for pulmonary 
tuberculosis by one of the authors (R. H. O.). This ye deals with 
60 operations on 59 patients performed between Jan. 1, 1942, and Jan. 
1, 1944. ‘There were 36 pneumonectomies, 14 on the right and 22 
on the left side, and 24 lobectomies (2 on | patient). The patients were 
classified preoperatively as “desperate risks” and “reasonable risks.”’ In 
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the 13 desperate risk cases, ‘‘an early fatal course’’ was anticipated and 
thoracoplasty was not considered to be indicated. In the 46 reasonable 
risk cases, the majority had extensive, active tuberculous lesions; the 
possibility of thoracoplasty was considered in these cases, but, in the 
authors’ opinions, it could have been used “‘with hope of success’ in 
only 15 instances. 

The indications for pulmonary resection in this series were: asso- 
ciated suppurative disease of the lung in 2 cases; disease not controlled 
by thoracoplasty, 9 cases; extensive multilobular predominantly unilat- 
eral tuberculosis, 29 cases, in 16 of which there was associated endo- 
bronchial tuberculosis; extensive upper lobe tuberculosis, 8 cases; 
basal tuberculosis, 9 cases; recurrent hemorrhages (tuberculosis con- 
trolled by thoracoplasty), tuberculoma, and giant cavities in both upper 
lobes, | case each. 

Resection of lung tissue in tuberculosis is done with greater ease 
than in any other type of case in which the operation is indicated. ‘The 
authors have not seen any case in a tuberculous patient in which the 
operation was not technically possible. “The marked fixation of the 
hilar structures frequently seen with suppurative disease and tumor is 
not present in tuberculosis. In pulmonary resection, individual liga- 
tion of the hilar structures is always employed; the individual ligation 
technic can be applied to either lung or to any of the various lobes, in- 
cluding the left upper lobe. The bronchus is closed with silk sutures; 
a pleural flap is then formed from the posterior chest wall, reflected 
over the bronchus, and sutured into the end of the bronchus. This 
technic of individual ligation of hilar structures and the use of the 
pleural flap has been employed in all the cases in this series. The 
amount of lung tissue to be resected depends upon the extent of the 
parenchymal disease and the presence of bronchial disease. ‘The aim of 
the operation is “to remove all disseminating foci of tuberculosis.” If 
the main bronchus or the orifice of one of the lobar bronchi is involved, 
pneumonectomy is definitely indicated, and can be decided upon prior 
to operation. In other cases, the extent of resection often cannot be 
definitely determined before the chest is opened and the lung palpated. 

The chief postoperative complication of the pneumonectomies in 
this series was contralateral spread of the disease in 11.1 per cent of 
cases; contralateral spread also occurred in 12.5 per cent of the lobec- 
tomies. Postoperative spread of the disease is evidently the greatest 
danger to the tuberculous patient after pulmonary resection. 

There were 7 postoperative deaths in this series of operations, 5 of 
which occurred in 13 “desperate risk’’ cases; 1 of the reasonable risk 
cases died of contralateral tuberculous pneumonia. ‘There was | late 
death 18 months after operation due to rapidly spreading tuberculous 
lesion in the contralateral lung. While the operative mortality in the 
reasonable risk cases was 4.3 per cent, that in the desperate risk cases 
was 38.5 per cent. Follow-up study of this group of patients has been 
dificult. Of the 51 living patients, 14 are known to have positive 
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sputum; 12 are known to be negative on guinea-pig inoculation; in 3 
the sputum is negative on c ulture; in 5 the bronc hoscopically aspirated 
specimen is negative; in 4 the gastric specimen is negative; in 5 the 
sputum is negative on pet aenh on but in 2 of these, guinea-pig in- 
oculation of the gastric specimen is positive; 6 patients show a consist- 
ently negative sputum on direct smear examination and are clinically 
well, although | of this group is positive on guinea-pig inoculation of 
the g gastric specimen; 2 patients have had no sputum examination, but 
report * ‘no cough or expectoration.” 

‘The authors conclude that pulmonary resection is an effective and 
reasonably safe form of treatment for tuberculosis in patients in good 
general condition; and also ° ‘salvages” some of the desperate risks who 
otherwise face an imminently fatal issue. Pulmonary resection should 
be regarded as “a supplementary and not a competitive form” of 
treatment, and may become an elective procedure in. certain types of 
pulmonary tuberculosis, especially in the complicated forms in which 
collapse therapy has been found relatively ineffective or dangerous. 
The true place of pulmonary resection in the treatment of tuberculosis 
can be determined only by further experience and careful follow-up 
of all patients treated. 


TREATMENT OF INSUFFLATED CAVITIES 
Leo ELorsser, W. R. RoGers and Sipney J. SHIPMAN 


San Francisco, Calif. 
Am. Rev. Tuberc., 51:7-16, Jan. 1945 


A technic of a skin flap operation for the closure of insufflated tu- 
berculous cavities is described. ‘This operation is indicated only when 
the cavity is in reality an insufflated cavity, as shown by manometer 
readings. It should be preceded by thoracoplasty for upper lobe 
cavities and phrenic nerve interruption for lower lobe cavities. ‘The 
cavity should be localized accurately and the route of access plotted; 
the lateral route of access is to be preferred, when possible; the pos- 
terior or the anterior route may be used, the latter being the least 
desirable. Whatever route is used, the base of the flap lies over the 
rib to be resected; the flap is U-shaped at right angles to the rib; the 
length of the flap is determined by estimating the distance between the 
skin at the base of the flap and the cavity wall. For resection of the 
rib, the raspatory is not used; preferably the rib is “isolated” by pass- 
ing a galvanocautery or a dissecting current along its upper and lower 
edges, or if these instruments are not at hand, by severing the inter- 
costal muscle attachments with scissors; about 2 in. or more of the 
rib are removed. ‘The edges of the flap are fastened to the pleura with 
2 fine sutures, at a distance from the tip of the flap that will allow 
the tip to be led into the cavity. The flap is held against “its bed” 
of chest wall by pac king or by bringing the edges of the skin defect 
against it. This is the first stage of the operation. 
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About 2 or 3 weeks later, the cavity is opened with the galvanocau- 
tery or an electric knife; the free tip of the flap is then pushed into the 
cavity, and held in place by vaseline gauze packing. Frequent changes 
of dressing are not indicated; the flap is left in place until the cavity 
is closed, and until the sputum and any slight suppuration along the 
sinus tract are negative for tubercle bacilli. Then it may be detached 
(after a year or more) and sewed loosely back into the place from which 
it was taken. 

In 24 cases treated by this method, the cavity flap was completed 
in 23 instances; in 18 cases the cavity has closed satisfactorily; in 3 
closure was unsatisfactory; there were 3 deaths, | due to miliary dis- 
semination and 2 to tuberculous meningitis. 


HYDATID CYSTS OF THE LUNG 
Louis R. DAvipson 


New York, N. Y. 
J. Thoracic Surg., 13:471-512, Dec. 1944 


Up to 1930, only 36 cases of pulmonary hydatid cyst had been re- 
ported in the United States, and only 2 of these patients were born in 
the United States. Four additional cases are reported, all of which 
came to operation. ‘The evolution of the taenia and larva is described, 
the definitive host being the dog. ‘The untainted dog is infested by 
ingesting the organs of animals, usually the sheep, which have been 
afflicted with fertile hydatid cysts. ‘The taenia gain access to man, the 
intermediate host, through contaminated water or vegetables. In the 
lung the parasite develops not only into a hydatid vesicle with its sur- 
rounding adventitia, but also the latter is covered by a thin concentric 
layer of atelectasis. As the cyst increases, the bronchiole is eroded and, 
due to coughing and other acts of straining, air insinuates itself be- 
tween the “banana skin and fruit.” ‘Thus the perivesicular pneuma 1s 
formed. If air enters the vesicle Cumbo’s sign is produced and if ‘the 
echinococcus membranes sink into the cavity and float upon the re- 
maining fluid, camalote formation is noted. 

Differential diagnosis is quite difhcult and medical treatment use- 
less. Surgery is the only treatment. ‘The presence or absence of pleural 
adhesions determines the type of surgical therapy. ‘The chest wall is 
opened, the cyst wall is incised, and the membranes are removed. 
Central cysts should not be attacked unless they are draining poorly 
and are accompanied by fever. Even then caution is suggested. If 
adhesions are present between the visceral and parietal pleura, the 
parietal pleura is exposed and the cyst is entered and the membranes 
are removed. If there are no adhesions, the latter may be produced by 
packing the wound with gauze. About 2 weeks later the packing is 
removed and the cyst is opened and emptied. Methods of performing 
one-stage operations are described. Some operators inject 2 per cent 











au- 
the 
ges 
rity 
the 
ned 
ich 


ted 
n 3 
dis- 


. re- 
n in 
hich 
bed, 
1 by 
een 
the 

the 
sur- 
tric 
and, 
| be- 
na is 
F the 
e re- 


use- 
ural 
all is 
ved. 
oorly 
LL a 
, the 
ranes 
ed by 
ng 1s 
ming 
cent 











QUARTERLY REVIEW 


OF SURGERY 





415 








formalin into the cyst after fluid has been aspirated. The membranes 
are extracted from within the adventitia. In simple aseptic cyst the 
adventitia may be completely sutured. In most cysts, the pouch should 
be marsupialized and drainage established. Septic complicated cysts 
may be repeatedly packed with gauze, until healing has been estab- 
lished. 

A general discussion of hydatid cysts follows the detailed descrip- 
tion of the four cases. It is the author's opinion that a pulmonary 
hydatid cyst should be operated upon in 2 stages or in | stage using 
increased anesthetic pressure of 10 cm. of water when the cyst is ap- 
proached. The value of biologic tests is discussed. X-ray and laboratory 
tests may be of aid in diagnosis as well as the history of sojourn in some 


infested area. Radiographic signs permit preoperative diagnosis. 493 
references. 22 figures. 


PROGNOSIS AFTER SUCCESSFUL PNEUMONECTOMY 
J. M. CHeace and F. H. Younc 


Brompton Hospital, London, England 
Lancet, 2:784-85, Dec. 16, 1944 


A follow-up study was made of 25 patients who had a pneumonec- 
tomy done between 1935 and 1940, and were living in 1941, i.e., at 
least one year after operation. In most of these cases, the indication 
for operation was bronchiectasis or chronic pulmonary suppuration. 
The average hospital stay after operation in these cases was 15 weeks, 
but in the 9 cases in which no bronchial fistula dev eloped, the average 
hospital stay was 10 weeks. Of the 25 patients, 18 were gainfully em- 
ployed; only 1 was not employed at all; the remainder were doing 
domestic work or were at school. Only | patient, a child of 6 years, 
reported being short of breath when at rest; this patient had survived 
an attack of pneumonia, so an element of bronchial spasm was probably 
present. Sixteen reported no shortness of breath after walking up one 
flight of stairs in an ordinary house; 7 reported slight shortness of 
breath after this test and 2 definite shortness of breath. 

The occurrence of bronchial fistula as a postoperative complication 
had no definite effect on the occurrence of dyspnea in this series. The 
age of the patient was “certainly a factor.” Of 9 patients aged 30 years 
and over, 6 showed some dyspnea sigig the stairs test; but of 16 
patients tat 30 years of age, only 3, including the child who also 
showed dyspnea at rest, had any dyspnea on the stair test. These 
results show that patients who have had a pneumonectomy performed 
have ‘a good prospect” of obtaining gainful employment; and that 
lung function is better in young persons than in the older age groups 
following this operation. 
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THE PRESENT STATUS OF THE SURGICAL TREATMENT 
OF PRIMARY CARCINOMA OF THE LUNG 


WILLIAM FRANCIS RIENHOFF, JR. 


Johns Hopkins University School of Medicine and Hospital, Baltimore, Md. 
J.A.M.A., 126:1123-28, Dec. 30, 1944 


Clinical analysis and results of 181 consecutive cases of primary 
carcinoma of the lung ope am on over a period of || years are re- 
ported. Of this group 71, or 39 per cent, were operable, whereas 110, 
or 61 per cent, were Reuicraibe at the time of exploration. Since 1933 
a surgical technic for the removal of an entire lung has been developed. 
‘Tables present data regarding sex and age inc idence, signs and symp- 
toms, pathology, pathologic findings in relation to length of life, 
number of total pneumonectomies, the mortality rate following pneu- 
monectomy, the causes of postoperative deaths in the hospital and the 
duration of life in patients subjected to pneumonectomy for primary 
carcinoma of the lung. In a total of 95 pneumonectomies the imme- 
diate mortality was 25 per cent. “'wenty-four patients died as a result 
of the operation or from complications resulting indirectly from the 
operation. 

It is only reasonable to expect a substantial reduction in the mor- 
tality rate in the future. The use of the sulfonamide drugs and recently 
of penicillin has added greatly to the safety of the operation and physi- 
clans are now referring ‘these patients for surgery at an earlier stage of 
the disease ‘There was a succession of 17 cases in this series with no 
deaths and another of 23 patients with only 3 deaths, or a mortality 
rate of 13 per cent. With further technical progress an even lower 
mortality may eventually be reached. When the fact is considered ye 
without operation the disease is always fatal, the alternative risk ¢ 
operation seems small. Also, the end results must be taken into account 
in evaluating pneumonectomy as a treatment for primary cancer of the 
lung. ‘[wenty-five patients, or 35 per cent of those subjected to total 
pneumonectomy, are still alive, well and leading active lives. One has 
survived for 1] years and in this time has raised a family of 2 children, 
besides doing all her own housework. One has survived for 9 years, 
§ for 7 years, | for 4 years, and so on. All of these patients have been 
restored to their normal activity except one who was a _ professional 
boxer. In all except the occasional case it was not found necessary to 
clo a thoracoplasty and no visible deformity was present. Forty- four 
per cent, or 31 patients, lived for | month to 5 years after disc harge, 
the majority being definitely improved. 

In 7 of the 15 fatal cases death was due to causes unrelated to the 
operative procedure, such as pulmonary embolism, cardiac failure, 
coronary thrombosis, cerebral hemorrhage, pedunculated tumor of the 
left auricle plugging the mitral orifice and acute hemorrhagic pan- 
creatitis. In the 71 cases of pneumonectomy performed for primary 
carcinoma of the lung the mortality rate was 2] per cent. In 24 total 











iTy 
re- 
10, 
33 
ed. 
1p- 
ife, 
eu- 
the 
ary 
ne- 
ult 
the 


\or- 
itly 
ysi- 
> of 
no 
lity 
wer 
that 
. of 
unt 
the 
otal 
has 
ren, 
2ars, 
een 
onal 
‘y to 
four 
iTge, 


» the 
lure, 
f the 
pan- 
mary 
total 








































QUARTERLY REVIEW 





OF SURGERY 417 





pneumonectomies for conditions other than carcinoma—that is, tuber- 

culosis and non-tuberculous infections—there were 9 deaths or a mor- 

tality of 37 per cent. Surgical measures short of total pneumonectomy 
are not efficacious in caricinoma of the lung. 4 references. 9 tables. 
REFERENCES TO CURRENT ARTICLES 

Total Pneumonectomy for Benign Bronchial Adenoma: Case Report. M. Daw- 
son Tyson and N. ‘IT. Milliken, Mary Hitchcock Memorial Hospital, Hanover, 
N. H. Am. J. Surg., 66:111-18, Jan. 1945. (No recurrence after 4 years, 
the patient’s vital capacity and ability to carry out ordinary activities have 
progressively improved.) 

Use of Penicillin in Prevention of Postoperative Empyema Following Lung 
Resection; Report of a Controlled Study. William L. White, W. Emory 
Burnett, Charles P. Bailey, George P. Rosemond, Charles W. Norris, Grant O. 
Favorite, Earl H. Spaulding, Amedeo Bondi, Jr., and Russell H. Fowler, Phila- 
delphia, Pa. J.A.M.A., 126:1016-24, Dec. 16, 1944. (Penicillin for one week 
preoperatively and 2 weeks postoperatively in doses of 150,000 units daily 
given by intramuscular injection appears to be useful in preventing post- 
operative pyogenic infection following lobectomy or pneumonectomy. None 
of 21 patients receiving penicillin developed pyogenic empyema while 12, or 
60 per cent, of the controls did. Among 20 control cases the incidence of 
empyema was 100 per cent in suppurative pulmonary infections, 37.5 per cent 
in pulmonary tuberculosis and zero in the bronchiogenic carcinoma group. 


Thus penicillin seems to have its greatest use in cases of pyogenic pulmonary 
suppuration.) 


Pulmonary Resection in the ‘Treatment of ‘Tuberculosis; Introductory Remarks. 
Frank S. Dolley, Los Angeles, Calif. J. Thoracic Surg., 14:1-2, Feb. 1945. 
(Outlines briefly the development of the use of lobectomy and pneumonect- 
omy in the treatment of pulmonary tuberculosis. There are yet problems to 
be solved in the selection of cases suitable for these operations and in the 
prevention of postoperative complications.) 

Pregnancy alter Pulmonary Lobectomy. A. Graham Bryce and Eleanor M. Mills, 
Manchester Coordinated Thoracic Surgery Service, Manchester, England. 
Lancet, 2:986, Jan. 16, 1945. (In the case reported, lobectomy was done be- 
cause of localized bronchiectasis of the left lower lobe, on Dec. 4, 1937. The 
patient was seen again on Oct. 30, 1942, then seven months pregnant. Labor 
| Jan. 3, 1943] was prolonged and the fetus was delivered by midforceps. The 
patient showed “no cardiac or respiratory embarrassment” throughout labor; 
the puerperium was normal. Bronchiograms made 7 months later showed the 
right lung and the remaining portion of the left lung to be normal. Such cases 
are of importance, because of the “established position” of lobectomy and 
pneumectomy in the treatment of bronchiectasis and other diseases of the 
lungs.) 

Primary Upper Lobectomy versus Modern Selective Thoracoplasty in the Treat- 
men of Tuberculosis; Physiopathologic Considerations. J]. Maxwell Chamber- 
lain (Major, M.C., A.U.S.). J. Thoracic Surg., 14:32-44, Feb. 1945. (Primary 
upper lobectomy may prove to be a “less physiologic” procedure than modern 
six-rib thoracoplasty. Thoracoplasty provides drainage [ bronc hial| of the 
tuberculous focus, immobility, relaxation and compression. Upper lobectomy 
removes only the active major focus and causes overdistention which may act 
unfavorably on latent foci. In the author's opinion upper lobectomy should 
be reserved for those cases in which thoracoplasty fails.) 

Lobectomy for Pulmonary Tuberculosis. Herbert C. Maier and Robert Klop- 
stock, Triboro Hospital, Jamaica, N. Y. J. Thoracic Surg., 14:20-31, Feb. 1945. 
(Reports 16 cases in which lobectomy was done for pulmonary tuberculosis, 
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using the hilar dissection technic. All patients had positive sputum prior to 
operation. ‘There was no immediate postoperative mortality, but | patient 
died a month after operation due to a tuberculous spread to the contralateral 
lung. Of the 15 living patients, 2 have positive sputum, owing to a late tuber- 

culous complication. ‘The general condition of the other 13 patients may be 
classified as “good to excellent.””. Some are working. 

Prephthisical Tuberculosis. Edgar Mayer and Israel Rappaport, New York, 
N. Y. J.A.M.A., 127:15-17, Jan. 6, 1945. (Bearers of prephthisical lesions 
have been discovered in vast numbers by x-ray surveys. The essential criteria 
for their recognition are listed, including recently acquired tuberculin sensi- 

tiveness, recently passed simple pleurisy with effusion with no persisting local 
lesion in the lungs, a persistent but stable x-ray showing a round focus or a 
smudge focus. The majority of these lesions heal without treatment and long 
periods of strict bed rest are not indicated. Prolonged observation under 
guidance is more important than immediate treatment. ‘These patients should 
not be exposed to contact with open phthisis in wards.) 

Surgical Treatment of Tension Cavities in Pulmonary Tuberculosis. Herbert C. 
Maier, Triboro Hospital, Jamaica, N. Y. Am. Rev. Tuberc., 51:1-6, Jan. 1945. 
(Tension cavities often cause failure of collapse therapy, yet in some instances 
such a cavity responds well to collapse therapy. Thoracoplasty gives better 
results than pneumothorax in these cases. If the pulmonary tuberculosis is 
limited chiefly to one lobe of the lungs, lobectomy may be done. The author 
has done 16 lobectomies for pulmon: iry tuberculosis; one-half of these cases 
had a tension cavity, and this was the indication for operation. He has also 
done 2 pneumonectomies for tension cavities; both patients made a good post- 
operative recovery.) 

Pulmonary Resection for ‘Tuberculosis Complicated by Tuberculous Bronchitis 
(Preliminary Report). Richard H. Overholt and Norman J]. Wilson, New 
England Deaconess Hospital, Boston, Mass. Dis. of Chest, 11:72-91, Jan.-Feb. 
1945. (In 30 cases in which pulmonary resection was done for treatment of 
pulmonary tuberculosis, endobronchial tuberculosis was present; 12 of these 
cases were classed as “desperate risks.” “The operative mortality in these des- 
perate risk cases was 58.3 per cent, but any salvage in this group is considered 
as “pure gain.” ‘The operative mortality in the remaining “reasonable risk” 

cases was 3.3 per cent. ‘Tuberculous bronchitis is, therefore, not per se a 
contraindication to pulmonary resection for tuberculosis and may be a definite 
indication for the operation.) 

Superior Sulcus Tumor (Pancoast). B. A. Dormer, F. J. Wiles and J. Friedlander, 
King George Hospital, Durban, South Africa. Lancet, 2:312-13, Sept. 2, 1944. 
(Reports a case of Pancoast tumor of the upper thoracic aperture, presenting 
the typical clinical picture of pain in the shoulder, Hormer’s syndrome and 
symptoms of pressure on the ulnar nerve; and in addition complete recurrent 
laryngeal paralysis on the right side. A brief review of previously reported 
cases is presented but none showed recurrent laryngeal nerve involvement. 
The prognosis in these cases is “hopeless,” as the tumors are inoperable, and 
also are not affected by irradiation.) 

Agenesis of the Lung. Anibal Roberto Vaile and Evarts A. Graham, Washing- 
ton Univ. School of Medicine, St. Louis, Mo. J. Thoracic Surg., 13:345-56, 
Aug. 1944. (Reports 2 cases of complete absence of a lung in which diagnosis 
was made in living patients. In 1 of these cases, the diagnosis was proved at 
an exploratory operation; in the other, the x-ray picture and bronchoscopic 
examination made the diagnosis ‘almost certain.” Thirty-eight proved cases, 
previously reported, are tabulated. In most of these cases the diagnosis was 
made at autopsy, as many of them were reported before bronchoscopy and 
bronchograms were used for the diagnosis of chest lesions.) 
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20. Mediastinum 


REFERENCES TO CURRENT ARTICLES 

Mediastinal ‘Teratoma Successfully Removed at Operation. A. W. Fawcett, Royal 
Infirmary, Shetheld, England. Brit. M.J]., 2:755-56, Dec. 6, 1944. (In the case 
reported, the patient was a girl, 7 years of age; the chief symptom was short- 
ness of breath when playing or on going up hill. Diagnosis of mediastinal 
teratoma was made from the x-ray appearance of the tumor. As the tumor 
was large, a series of “wedges” of tissue was removed to reduce its bulk, before 
it was completely removed. Histological examination showed a “multipoten- 
tial’ teratoma. ‘The patient made a good recovery, and a radiogram 3 months 
after operation showed a normal chest.) 

An Unusual Case of Penetrating Foreign Body in the Mediastinum. Case Re- 
port. Gustaf E. Lindskog, Department of Surgery, Section of ‘Thoracic Surgery, 
Yale University School of Medicine, New Haven, Conn. Ann. Surg., 120:813- 
16, Nov. 1944. (An unusual case of a penetrating steel crochet hook in the 
mediastinum. ‘The considerations determining the method of removal and 
the probable anatomic course of the penetration are discussed. Convalescence 
was uneventful after 8 days on sulfadiazine therapy following operation.) 

The Role of the Thymus in the Organism (Die Stellung des Thymus im Organ- 
ismus). Else Petri, Aus dem Pathologischen Institut des stadtischen Kranken- 
hauses am Urban, Berlin. Virchows Arch. f. path. Anat., 310:114-22, 1943. 
(The author presents a study of the embryology and function of the thymus. 
The thymus is developed from or in the reticular [fatty] tissues and serves to 
produce blood cells, belonging thus to the hematopoietic apparatus. The 
so-called Hassal’s bodies are attributable to cross, longitudinal and tangential 
sections of capillaries and arterioles closed by endothelial proliferation. No 
proof has been offered that the thymus has any endocrine secretion or vitamin- 
producing function.) 


21. Heart 


WOUNDS OF THE HEART 
Danie. C. Evkin (Col., M.C., A.U.S.) 


From the Whitehead Department of Surgery, Emory University, Atlanta, Ga. 
Ann. Surg., 120:817-21, Dec. 1944 


Twenty-three cases of patients operated upon for wounds of the 
heart are presented in abstract. ‘These are in addition to 38 cases of 
similar nature previously reported from this Department. The mor- 
tality rate in the latter series was 22 per cent as compared with 42 per 
cent in the first series. It is believed that the giving of intravenous 
infusions prior to operation has a beneficial effect by increasing blood 
volume, and hence cardiac output. While immediate operation was 
undertaken in all patients, and carried out as soon as diagnosis was 
made, it appears evident, from the reported cases from other clinics, 
that aspiration of the pericardium, both as a temporary and definitive 
method of treating cardiac tamponade, may be properly employed. 
Operation should not be delayed if there is evidence of bleeding into 
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the pleural cavity or through the external opening. 8 references. 
| table. 


REFERENCES TO CURRENT ARTICLES 

Purulent Pericardial Effusion Treated with Penicillin Given Intrapericardially. 
A. W. Wise and L. E. Shafer, Davenport, la. J.A.M.A., 127:583, March 10, 
1945. (This case of pericardial effusion in a white woman of 31 years sec- 
ondary to a lobar pneumonia and failing to respond to sulfadiazine or intra- 
muscular doses of penicillin, responded dramatically to intrapericardial injec- 
tion of the drug, following paracentesis of the pericardium with aspiration of 
about 70 cc. of turbid, blood-tinged fluid. 40,000 Oxford units of penicillin 
in about 30 cc. of isotonic solution of sodium chloride was then introduced 
directly into the pericardial cavity. Within 16 hours the temperature dropped 
to normal and penicillin was continued in decreasing doses intramuscularly 
for 4 to 5 days.) 


Ligation of Patent Ductus Arteriosus in the Presence of an Apparent Bacterial 
Endocarditis; Report of a Case Apparently Cured. Ralph B. Bettman and 
William Tannenbaum, Michael Reese Hospital, Chicago, Ill. Ann. Int. Med., 
21:1035-37, Dec. 1944. (In the case reported the patient was a young woman 
of 18 years who had always had dyspnea on exertion. Betore admission she 
had chills and fever persisting for a month, not relieved by sulfathiazole. In 
the hospital a diagnosis of ductus arteriosus and bacterial endocarditis was 
made; irregular fever continued while the patient was under observation. 
Operation for ligation of the ductus arteriosus was done by the usual technic 
of an anterior incision into the left thoracic cavity; heavy, braided silk liga- 
tures were employed. After operation, the patient was kept in an oxygen tent 
for 4 days. She made a good recovery, and is well 2 years after operation.) 


‘The Beneficial Effect of Intravenous Infusions in Acute Pericardial Tamponade. 
Fred W. Cooper, Jr., Eugene A. Stead, Jr., and James V. Warren, Surgical and 
Medical Services of the Grady Hospital, and the Departments of Surgery and 
Medicine, Emory University School of Medicine, Atlanta, Ga. Ann. Surg., 
120:822-25, Dec. 1944. (Pericardial tamponade was produced in dogs and 
intravenous administration of saline solution caused striking improvemént. 
Preliminary observations upon patients with acute pericardial tamponade 
from stab wounds of the heart suggest that preoperative administration of 
intravenous fluids is beneficial.) 


The Preoperative Diagnosis of Patent Ductus Arteriosus. M. J. Shapiro, Min- 
neapolis Children’s Heart Clinic and Hospital, Minneapolis, Minn. J.A.M.A., 
126:934-37, Dec. 9, 1944. (The diagnostic criteria are listed as machinery 
murmur, thrill in pulmonary area, enlarged pulmonary artery, enlarged and 
pulsating pulmonary vessels, enlarged heart, increased pulse pressure, stunting 
of growth, absence of cyanosis and clubbing of fingers, normal electrocardio- 
gram, and history of heart disease from early childhood.) 


Surgical Closure of a Patent Ductus Arteriosus. Douglas G. McKay, Adelaide, 
Australia. Australian & New Zealand J. Surg., 14:58-62, July 1944. (Reports 
a case in which operation was done when the patient was 31% years old; the 
child showed marked mental and physical improvement after operation; the 
pulse rate dropped from 120 or over, to below 90.) 
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22. Esophagus 





TRANSTHORACIC ESOPHAGOGASTROSTOMY FOR CAR- 
CINOMA OF THE MIDDLE THIRD OF THE ESOPHAGUS; 
REPORT OF A SUCCESSFUL RESECTION 
Dwicut Epwin Clark 
University of Chicago Medical School, Chicago, Hl. 

Ann. Surg., 121:65-73, Jan. 1945 


In the case reported the chief symptom was increasing difficulty in 
swallowing, with regurgitation of solid food. Roentgenological exam- 
ination showed an irregular filling defect in the lower two-thirds of the 
esophagus. Esophagoscopy showed an ulcerating mass projecting into 
the lumen of the esophagus; it was found to be a squamous cell car- 
cinoma by biopsy. A successful resection of the carcinoma in the 
middle third of the esophagus was done with an anastomosis of the 
esophagus with the stomach over and above the arch of the aorta, 
according to the procedure described by Garlock. ‘The postoperative 
course was complicated by a chylous thorax, due to injury to the 
thoracic duct, which is more apt to occur in resections of the middle 
third of the esophagus than in operations on the lower third. The 
fluid was drained off, and part of this fluid was used for intravenous 
replacement therapy (to replace protein); plasma was also given. 

The patient made a good postoperative recovery and did well for 
314 months, then began to lose weight and died 6 months after opera- 
tion; autopsy was not permitted. 

In this case the greater and lesser curvatures of the stomach were 
ligated off down to the prepyloric region; this left the only blood supply 
for the stomach from the right gastric and right gastro-epiploic arteries. 
The circulation of the stomach remained adequate in spite of this 
extensive sacrifice of blood vessels. ‘The author suggests that a safer 
procedure would be to leave the right and left gastro-epiploic vessels 
attached to the stomach, dividing and ligating the omentum distally. 
The left gastric artery and its accompanying nodes could then be 
removed without danger of impairment of the gastric circulation. The 
removal of nodes along the lesser curvature of the stomach is definitely 
indicated in cases of cancer of the esophagus. ‘The author also recom- 
mends excision of a long segment of the phrenic nerve to obtain perma- 
nent paralysis of the left leaf of the diaphragm, which would tend to 
prevent symptoms of obstruction of the stomach where it passes through 
the diaphragm after an anastomosis operation of the type employed in 
this case. | 

REFERENCES TO CURRENT ARTICLES 
Perforated Ulcer of Esophagus Following a Burn. L. M: Rankin, Upper Darby, 
Pa. Am. J. Surg., 66:134-36, Jan. 1945. (Perforated ulcer of the esophagus 


following burns is extremely rare. A case is reported in a child of 4 years 
following second degree burns on the thighs, buttocks and lower abdomen. 
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The child was refused admission as no beds were available and told to return 
2 days later. Prognosis seemed good as the burned areas were in good condi- 
tion. After an attack of sudden pain, the child grew worse in spite of all 
treatment and died in a few hours. Autopsy revealed a perforated Curling’s 
ulcer of the esophagus with hemorrhage.) 


Esophageal Duplications or Mediastinal Cysts of Enteric Origin. William E. 


Ladd and H. William Scott, Jr., Department of Surgery, Harvard Medical 
School. Surgery, 16:815-35, Dec. 1944. (Detailed case histories of 5 patients 
with esophageal duplications treated at the Children’s Hospital during the 
past 15 years. Surgical extirpation of a duplication of the esophagus is best 
accomplished by marsupialization of the cyst and subsequent destruction ot 


on . 


its mucosal lining. ‘Three of the 5 patients recovered.) 


Congenital Atresia of the Esophagus with Tracheo-Esophageal Fistula. Rollin 


A. Daniel, Jr., Department of Surgery, Vanderbilt University Medical School, 
Nashville, Tenn. Ann. Surg., 120:764-71, Nov. 1944. (Seven infants were 
operated upon for congenital atresia of the esophagus at the Vanderbilt Uni- 
versity Hospital in the last 3 years. ‘The author's experience in managing 
these cases is reviewed. In one case a successful end-to-end anastomosis of the 
esophageal segments was performed. ‘The child is living and in good condi- 
tion. ‘This case is described in detail. End-to-end suture may be accomplished 
in a fair number of patients; if not, the upper segment may still be exterior- 
ized, followed by gastrostomy. If the infant’s condition is poor, the last two 
procedures should be deferred until later.) 


Cancers of the Region of the Cardia and Lower Extremity of the Esophagus 


(Canceres de la regién del cardias y del extremo inferior del esofago). Felix 
de Amesti and Eliseo Otaiza, Seccién B de Cirugia del Hospital Salvador. 
Rev. med. de Chile, 72:1-15, Jan. 1944. (Report of 6 cases. Indications for 
partial resection of the stomach, total gastrectomy, or gastro-esophagectomy. 
For the latter, the authors prefer the trans-thoracic and transdiaphragmatic 
route. Surgical technic is described. In 3 6f the 6 cases, simple exploration 
was possible; in 3 other cases exeresis was required. One of the latter died.) 


23. Breast 


REFERENCES TO CURRENT ARTICLES 


Improved Breast Lifting Operation. A. Graham Biddle, New York, N.Y. Am. 


J. Surg., 66:488-94, March 1945. (A method is described, using a triangular 
apparatus, for determining approximately where the nipples should be. The 
incision extends from the nipple to the chest wall in a vertical direction. The 
technic of the operation is described.) 

‘uberculosis of the Breast: Report of Nine Cases Including Two Cases of Co- 
existing Carcinoma and Tuberculosis. Roland J. Grausman and Meyer L. 
Goldman, New York, N. Y. Am. J. Surg., 66:48-56, Jan. 1945. (The need for 
guinea-pig inoculation in addition to the usual bacteriologic study of chronic 
discharging breast sinuses is suggested. Frozen section is essential for proper 
surgical management of all suspicious breast lesions. Diagnosis was suspected 
preoperatively in only 2 of the 9 cases. ‘The cases are described in detail.) 


Hodgkin's Disease of the Breast. Frank E. Adair, Lloyd F. Craver and Julian B. 





Herrmann, Breast and Lymphoma Clinics of the Memorial Hospital, New 
York, N. Y. Surg. Gynec. & Obst., 80:205-10, Feb. 1945. (Review of literature 
and presentation of 5 additional cases. Cases illustrating secondary breast 
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involvement by various mechanisms are reported. A case of carcinoma of the 
breast and Hodgkin's disease of the ipsolateral axillary nodes is reported. A 
classification of breast lymphogranuloma from the point of view of surgical 


therapy is proposed. Criteria for operability and operative procedures are 
discussed.) 


Twenty-Five Years’ Experience with Plastic Reconstruction of the Breast and 
Transplantation of the Nipple. Max Thorek, Cook County Graduate School 
of Medicine, Chicago, Ill. Am. J. Surg., 66:445-66, March 1945. (In minor 
degrees of prolapsus of the breasts, the Lotsch operation may be resorted to. 
In marked prolapsus, the author’s operation compared with other methods 
yields gratifying results. ‘The author offers additional proofs that the trans- 
planted nipple survives. Technical details and safeguards for avoiding failures 
are pointed out.) 

Mixed Malignancy of the Breast: Case Report of a Combined Carcinoma and 
Sarcoma in a Child, with a Review of the Literature. H. G. Smithy, Depart- 
ments of Surgery of the Medical College of the State of South Carolina and 
Roper Hospital, Charleston, S. C. Surgery, 16:854-64, Dec. 1944. (Tabula- 
tion of reported cases and description of a case of mixed sarcoma and adeno- 
carcinoma in a 10-year-old Negro girl, believed to be the first of its kind 
recorded in a child. There has been no recurrence following surgical re- 
moval and postoperative deep x-ray therapy. The last examination was made 
3 years and 10 months after operation.) 

Primary Lymphosarcoma of the Breast. Frank E. Adair and Julian B. Herr- 
mann, Breast Department of the Memorial Hospital for Cancer and Allied 
Diseases. Surgery, 16:836-53, Dec. 1944. | (Five cases of primary breast 
lymphosarcoma are reported, all patients being alive and free from the 
disease following surgery, for periods ranging from 7 years to 3 months. 
Radical surgery is the procedure of choice. Criteria for operability are set 
forth, and a classification of breast lymphosarcoma is proposed.) 


Paralysis of the Larynx; an Early Sign of Recurrence Following Radical Mas- 
tectomy for Carcinoma, with Report of Six Cases. J. Robert Fox, Jefferson 
Medical College Hospital, Philadelphia, Pa. Arch. Surg., 49:388-89, Dec. 1944. 
(In the 6 cases reported radical mastectomy was done for cancer of the breast; 
after a period of complete freedom from symptoms, the patient complained 
of changes in the voice. Inspection revealed fixation of one or both vocal 
cords. ‘This was found to be due to metastatic carcinoma of the lymph nodes 
surrounding the recurrent laryngeal nerve. The recurrent laryngeal nerve 
on the same or the opposite side from the primary breast carcinoma may be 
involved.) 

The Effects of Orchiectomy on Primary and Metastatic Carcinoma of the Breast. 
Norman Treves, Julia C. Abels, Helen Q. Woodward, Memorial Hospital, 
New York, N. Y., and Joseph H. Furrow (Lt. Comdr., M.C., U.S.N.R.). Surg., 
Gynec. & Obst., 79:589-605, Dec. 1944. (Orchiectomy was done on 6 male 
patients with carcinoma of the breast with bone or pulmonary metastases in 
several instances. One patient died suddenly 3 days after operation; one 
showed no improvement and died 4 months after operation. The other 4 pa- 
tients showed definite regression of the breast carcinoma, one having lived 28 
months free from symptoms. ‘Iwo patients with bone metastases have shown 
definite reparative changes in the involved bone. ‘The testes were found to 
be essentially normal in all 6 cases.) 


Failures in Mammaplastic Surgery. Elsa K. LaRoe, Park East Hospital, New 
York, N. Y. Am. J. Surg., 66:339-45, Dec. 1944. (Failures in mammaplastic 
surgery are due primarily to postoperative complications, especially hemor- 
rhage, liquefaction of fatty tissue, infection, sloughing and gangrene of skin, 
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breast tissue or both areola and nipple. All bleeding vessels must be ligated 
at operation. The surgeon must recognize and treat promptly any complica- 
tions after operation. Cases for operation must be carefully selected, and a 
systematic surgical technic employed.) 

The Plateau Test in Breast Carcinoma. Dudley Jackson and Alvin O. Sever- 
ance, San Antonio, Texas. Texas State J]. Med., 40:328-29, Oct. 1944. (The 
plateau is produced by manipulation, placing the flat of the hand on each side 
of the tumor and bringing the hands gently toward each other with sufficient 
pressure to produce a rounded surface between them and over the surface of 
the tumor. In normal patients, the top will be rounded, whereas in early 
malignancy there is a flattening of the top with fine irregularities described as 
“plateau.” ‘This test cannot be used in zone just above the nipple. Chronic 
cystic mastitis yielded most false positive tests. In mastitis the plateau is 
smooth whereas in cancer, as mentioned, it is irregular. with fine lines and 
indentations.) 

Diagnosis of Intracanalicular Lesions for Mastography. Preliminary report 
(Diagnostico de las lesiones intracanaliculares por la mastografia. Primera 
comunicacién). V. Banet and R. Barata. Bol. Liga contra el Cancer, 19:80-96, 
May-June 1944. (Report of 6 cases in which mastography proved of diagnostic 
value in intracanalicular cancer not otherwise demonstrable.) 


24. Diaphragm 


See Index for Related Articles 


25. Abdominal Surgery 


THE USE OF SPLANCHNIC BLOCK FOR OPERATIONS IN 
THE UPPER ABDOMEN 


H. McCorkire, HENRY SILVANI and WILLIAM Brock 


From the Division of Surgery of the University of California Medical School, 
San Francisco, Calif. 


West. J. Surg., 53:51-53, Feb. 1945 


Recently the authors completed a series of 72 major surgical proce- 
dures in the upper abdomen performed entirely under local anesthesia, 
including 32 subtotal resections of the stomac h, 7 total gastrectomies, 
12 gastroenterostomies, 10 cholecystectomies, 4 cholecystectomies with 
exploration of the common duct, 4 cholecystenterostomies, | gastroen- 
terostomy and cholecystenterostomy, and 2 resections of the pancreas 
and duodenum for carcinoma of the pancreas Local anesthesia was 
used because the patients were poor operative risks. Local anesthesia 
is not suitable for patients in whom extensive exploration of the abdo- 
men is desired, in those who are obese or who have acute peritonitis. 
Manipulations must be deliberate and gentle, as the slightest pain will 
result in contraction of the abdominal muscles, forcing the intestines 
into the wound. 

A suitable dose of morphine and a barbiturate are the only pre- 
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operative medications used. Scopolamine should not be given in these 
cases. One per cent novocain with 2 or 3 drops of adrenalin to the 
ounce is usually employed. The epigastric area is anesthetized with a 
field block of novocain-adrenalin solution. Usually a midline or left 
rectus incision is made for operations upon the stomach or pancreas, 
and a right rectus incision for those upon the gallbladder or biliary 
ducts. Additional local anesthetic solution is injected into the peri- 
toneum before it is incised and the peritoneum is infiltrated under 
direct vision for a distance of about 3 inches on each side of the inci- 
sion. ‘he margins of the wound are retracted gently. The inferior 
surface of the right lobe of the liver is lifted upward carefully and 
supported by a deep, flat retractor. ‘The stomach is retracted very 
slightly downward. A few cc. of novocain-adrenalin solution is injected 
into the posterior parietal peritoneum and into the upper portion of 
the gastrohepatic ligament. ‘The index finger of the surgeon then may 
be placed between the aorta and vena cava at about the level of the 
celiac axis, serving as a guide for the insertion of a needle through the 
posterior parietal peritoneum into the retroperitoneal tissues between 
the aorta and vena cava until it impinges upon the vertebra. The 
needle is withdrawn slightly (about 14 inch). The plunger of the 
syringe is drawn back to make sure the needle has not entered a blood 
vessel, and from 40 to 60 cc. of novocain-adrenalin solution is injected 
slowly. If blood appears, the needle is withdrawn at once, no anesthetic 
is injected, and firm pressure is applied over the area for several min- 
utes. Another attempt at injection may then be made at a site a 
few cm. away from the first site of puncture. 

The abdominal muscles will relax at once or within a few minutes. 
Hypotension following the injection may occur but is usually of short 
duration. In addition to block of the abdominal wall and splanchnic 
area, it is usually advisable to infiltrate the attachments of an organ 
before making traction upon or otherwise manipulating it. Usually 
splanchnic anesthesia with abdominal wall block lasts from 1% to 2 
hours. Infiltration of both abdominal wall and the splanchnic area 
must be repeated before the anesthetic action has worn off and often 
it is necessary to re-anesthetize at least twice before completing an upper 
abdominal operation. In prolonged operations anesthetization may 
have to be repeated several times. Such operations as total gastrectomy 
and the one-stage operation for carcinoma of the panreas may last from 
5 to 8 hours. 11 references. 

| While this procedure is not new, it has a definite application, especially to 
poor-risk patients.—Epb. | 

REFERENCES TO CURRENT ARTICLES 
Spontaneous Intra-abdominal Hemorrhage. Matthew Marks and S. O. Freed- 
lander, Western Reserve School of Medicine and Cleveland City Hospital, 
Cleveland, Ohio. Ann. Surg., 121:191-96, Feb. 1945. (Only 26 instances of 
this type of hemorrhage have been reported since 1911. The authors present 
3 additional cases. All 3 had arteriosclerosis with associated hypertension 
and all were males. The 3 cases reported represent 3 different stages of the 
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condition; namely, before and after rupture of the hematoma and repeated 
hemorrhage. In neither of 2 operated cases was a bleeding point found 
ligated, but recovery ensued.) 

Pilonidal Cyst and Sinus, Their Management and Operative ‘Treatment. Wil- 
lard Bartlett, Jr. (Comdr., M.C., U.S.N.R.), St. Louis, Mo. Surg. Gynec. & 
Obst., 80:69-74, Jan. 1945. (Analysis of the author's operative cases over a 
recent 18-month period reveals an average of less than 15 postoperative sick 
days for the 22 patients in whom excision was done, complete closure of the 
wound in 20 patients and the achievement of primary union in 18 of these 
with less than 13 sick days per case after operation. Enucleation excision re- 
moving a minimum of healthy tissue was done in the majority rather than 
excision en bloc. ‘The management and technic are described.) 

Intestinal Obstruction Following the Use of Cotton; Case Report. Vincente 
D'Ingliani, French Hospital, New Orleans, La. New Orleans M. & S. J., 
97:322-23, Jan. 1945. (Reports a case in a woman 21 years of age, who had 
had an appendectomy, in which cotton was used as a suture material. Over 
2 vears later she de ‘veloped acute intestinal obstruction; at operation, the ileum 
and a portion of jejunum were found to be constricted by a band the ends 
of which were attached to the mesentery. This band proved to be cotton. 
The author notes that in using cotton sutures care must be taken to remove 
all long suture ends from the wound.) 


Peritoneoscopy. Edward B. Benedict, Harvard) Medical School and Massa- 
chusetts General Hospital, Boston, Mass. Bull. New England M. Center, 
6:249-54, Dec. 1944. (In the use of peritoneoscopy in approximately 600 
patients, the diagnosis was correctly established in 93 per cent, and laparotomy 
avoided in a4 3 per cent. Peritoneoscopy involves less risk to the patient than 
exploratory laparotomy and is a minor procedure requiring only one day’s 
hospitalization. A biopsy specimen can usually be obtained through the 
peritoneoscope. ) 


Gastro-Intestinal Bleeding on a Psychic or Emotional Basis Following Minoi 
Surgical Procedures. Percy A. Brooke, Worcester, Mass. Clinics, 3:997-1002, 
Dec. 1944. (In the 4 cases reported, severe gastrointestinal hemorrhage oc- 
curred after minor surgical procedures. In 3 of these patients, no lesion could 
be found to account for the bleeding; in 1, the x-ray examination showed a 
duodenal ulcer, which had never caused symptoms. In the 2 cases in which 
operation was done for hemorrhoids, careful investigation proved the bleed- 
ing was not trom the rectal wound. As all these patients were nervous, sensi- 
tive, tense and emotional, the author is of the opinion that the gastrointestinal 
bleeding was caused by psychic factors in these cases, and that careful study 
of other cases of postoperative bleeding might show the same to be true of 
them.) 

Abdominal Surgery in Forward Areas: Observations Made in a Casualty Clear- 
ing Station, 1941- 1948. Linday S. Rogers (Major, R.A.M.C.). Australian & 
New Zealand J. Surg., 14:37-41, July 1944. (Advocates operation on cases of 
battle wounds of the abdomen in Casualty Clearing Stations. The present 
methods of treating such cases, which have resulted in a high percentage of 
recoveries, include: exteriorization of all colon wounds; postoperative gastric 
drainage and lavage with suction; sulfadiazine emulsion applied locally and 
sulfathiazole given intravenously; transfusion of whole blood before, during 
and after operation; simple operations performed rapidly.) 

Underwater Blast Injuries of the Abdomen. Thomas Moore (Major, R.A.M.C.). 
Brit. M.J]., 2:626-27, Nov. 11, 1944. (In 18 cases of underwater blast in- 
juries, 3 had no serious symptoms, | had melena for a few days, 5 had abdomi- 
nal pain and vomiting, | of these with subsequent melena. None of these 
patients required operation. In the 9 cases operated on intestinal perforations 
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were found in 8 cases; suture and drainage were done, except in the cases (4) 
with solitary ileal perforations only, in which only drainage was done. One 
patient showed large subperitoneal ecchymosis. “There were 2 deaths in this 
series, | a case of multiple perforations, and | due to spinal anesthesia by the 
Etherington-Wilson technique, which was not suitable for this patient. The 
first patient showed a severe degree and the second a minor degree of blast- 
lungs.) 

Intra-Abdominal Diverticulitis.. A Report of Eleven Cases. Joseph J. Gramling, 
Jr., Milwaukee, Wis. Wisconsin M.]., 43:942-47, Sept. 1944. (A discussion 
of the various types of intra-abdominal diverticula exclusive of the stomach 
and urinary tract. ‘The types of diverticula represented were diverticula of the 
duodenum, jejunum, Meckel’s diverticulum, solitary diverticulum of the 
cecum, diverticulum of the vermiform appendix, colon, gallbladder and com- 
mon bile duct, some of these being very rare. In the majority of cases, con- 
servative treatment is recommended. The type of surgical intervention de- 
pends upon the complications present.) 


Traumatic Injuries of the Abdomen. J]. M. Waugh and B. M. Black.  S. Clin. 
N. Amer., Mayo Clinic Number, 863-92, 1944. (A full discussion of the 
various penctrating and nonpenetrating injuries of the abdomen, along with 
the various organs, with surgical treatment. 

Abdominal ‘Tumors of Difficult Diagnosis (lTumores abdominales de dificil 
diagnostico). Juan Westermeyer K., Hospital del Salvador. Rev. med. de 
Chile, 72:296-310, April 1944. (Fourteen case reports and a review of various 
diagnostic measures such as anamnesis, physical examination, laboratory ex- 
aminations, gastroenterologic exploration, gynecologic examination, urologic 
examination and roentgen examination of the abdominal cavity in general, 
and of the digestive tract. Peritoneoscopy is discussed.) 

A Case of Congenital Gastro-Intestinal Anomaly (Un caso de anomala congenita 
gastro-intestinal). Enrique Trabucco and Lorenzo Ceballos de Maria Elena. 
Rev. med. de Chile, 72:267-68, March 1944. (Case report in which operation 
for chronic appendicitis in a child of 10 years revealed the stomach on the 
right side, below the liver with the pylorus on the left side. The small intes- 
tine was in the right half of the abdomen, and the large intestine in the left 


half.) 


26. Abdominal Wall 
REFERENCES TO CURRENT ARTICLES 

Congenital Anomalies in the Region of the Umbilicus. H. L. ‘Trimingham and 
John R. McDonald, Mayo Clinic, Rochester, Minn. Surg. Gynec. & Obst., 
80:152-63, Feb. 1945. (A study of 24 cases observed at the Mayo Clinic, in- 
cluding partial and completely patent omphalomesenteric duct, vitelline cyst, 
mucosal remnant at the umbilicus, congenital band, completely patent ura- 
chus, patent peripheral portion of the urachus and urachal cyst in the vicinity 
of the umbilicus. The incidence of each is tabulated. A discussion of the 


embryology and classification of congenital anomalies in this region are pre- 
sented, as well as a study of the clinical material.) 


27. Hernia 
REFERENCES TO CURRENT ARTICLES 
Congenital Diaphragmatic Hernia: Visceral Strangulation Complicating De- 
livery. J. W. Thompson and Leo J. Le Blanc, De Paul Hospital, St. Louis, 
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Mo. Am. J. Surg., 66:123-30, Jan. 1945. (The first case in which immediate 
postpartum surgery was attempted and successfully performed. The case is 
believed unique because diagnosis was made a few hours following labor, the 
hernia repaired, and the patient discharged in excellent condition on the 
thirteenth postoperative day, having made an uneventful recovery.) 

Crushing of the Phrenic Nerve and Multiple Costotomies. Aids in the Repair 
of a Large Irreducible Incisional Hernia. Clarence F. Rees, Rees-Stealy Clinic, 
San Diego, Calif. Am. J. Surg., 66:567-68, March 1945. (Case Report, with 
uneventful recovery following these procedures.) 

The Fascia-Patch Transplant in the Repair of Hernia. Albert O. Singleton and 
Orrie W. Stehouwer, University of Texas School of Medicine, Galveston, 
Texas. Surg., Gynec. & Obst., 80:243-51, March 1945. (Evaluation of fascia- 
patch transplant in repair of hernia based on observation of 175 patients in 
which the method was used only in severe cases where it was obvious that 
other methods would fail. In 129 cases followed up with 80 previous unsuc- 
cessful operations, there were only 14 cases showing recurrence after the 
fascia-transplant. The method is definitely indicated in selected cases.) 
Inguinal Hernia: A Report of 1,126 Cases. Homer L. Skinner and Robert D. 
Duncan, U. S. Marine Hospital, Stapleton, N. Y. S. Clin. North America, 
219-32, Feb. 1945. (Silk is considered the suture material of choice except in 
indirect hernia. Autogenous fascia also augments repair. High ligation of 
the sac, with careful dissection, will decrease the recurrence rate. Results of 
operation will depend on attention given to all details at operation. An 
analysis of cases is given in tabular form.) 

Hernia of Caecum into Lesser Sac of Peritoneum Complicated by Volvulus. 
H. A. Haxton, Radcliffe Infirmary, Oxford, England. Brit. M.]., 2:792, Dec. 
16, 1944. (In the case reported the patient was admitted to the hospital in 
shock with symptoms of strangulated intestinal obstruction; death occurred 
in spite of treatment for shock, before operation was attempted. Autopsy 
showed a hernia of the cecum and terminal ileum through the foramen of 
Winslow; the herniated bowel had undergone volvulus through 180°. The 
hernia had apparently been present for some time without causing complete 
obstruction. A review of the literature shows about 50 cases of hernia through 
the opening into the lesser sac of the peritoneum; the cecum was involved in 
only 10 cases; and volvulus was not reported in any instance, so that the 
author's case is apparently unique in this respect.) 

Congenital Eventration at the Umbilicus. Alfred H. Iason, Brooklyn, N. Y. 
Surgery, 16:950-55, Dec. 1944. (General discussion of incidence, pathologic 
anatomy, symptoms, diagnosis and treatment of this condition. In complete 
exomphalos, treatment is obviously of no avail. A small herniation may be 
cured by a retaining apparatus. Surgical treatment is usually carried out soon 
after birth under local anesthesia. After reduction, the 2 umbilical arteries 
and the umbilical vein are ligated.) 

Spontaneous Ventral Hernia: Report of a Case. Edward Woliver and Charles 
M. Scott, College of Medicine, University of Cincinnati, and Cincinnati Gen- 
eral Hospital. Surgery, 16:947-49, Dec. 1944. (Treatment is surgical, once 
diagnosis has been established. The contents of the sac should be reduced or 
resected as indicated and the sac ligated as high as possible. The parietal 
defect may be closed with sutures and the repair reinforced by imbricating 
the external oblique aponeurosis over the site of the defect.) 


Combined Operation for Varicocele and Inguinal Hernia, a Preliminary Re- 
port. Carl T. Javert (Major, M.C., A.U.S.) and Randolph, L. Clark (Major, 
M.C., A.U.S.). Surg., Gynec. & Obst., 79:644-50, Dec. 1944. (Describes an 
operation for the treatment of varicocele associated with inguinal hernia. This 
includes ligation of the internal spermatic veins at the internal inguinal ring, 
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ligation of the hernial sac, muscular suspension of the testicle and a modified 
type of herniorrhaphy. In the 32 cases in which this operation has been done 
a hernial sac was demonstrable. There has been no recurrence of either the 
varicocele or the hernia in these cases.) 


28. Peritoneum 


HEALING OF INTESTINAL ANASTOMOSIS 


ArcH E. SPELMAN 


Halstead, Kans. 
Am. J. Surg., 66:309-14, Dec. 1944 


In experiments on dogs and rabbits, gastric resections, gastroen- 
terostomies and anastomoses were done, under varying conditions of 
sepsis and blood supply, and the process of healing was studied. A 

2-layer suture was employed, with the inner row formed by continuous 
silk or chromic catgut inverting stitch, which included mucosa, mus- 
cularis and serosa; the outer row was a silk suture of the Lambert type 
including serosa only. In cases where there was no contamination by 
virulent organisms, fibrillar fibrin forms at the site of anastomosis 
within 15 to 30 minutes which renders the anastomosis “‘watertight.”’ 
If virulent organisms are present, the fibrin is granular. ‘This granular 
fibrin must be removed by phagocytosis and absorption before fibrillar 
fibrin is formed. If the fibrin structure “varies too much” from the 
fibril type, the anastomosis may be pulled apart or leak. “The mucosas 
unite “by continuity,” as the 2 mucosas vary in their cell structure; 
2 to 3 weeks are usually required before continuity of the entire 
mucosal line is complete. During the first few days after anastomosis, 
there is hyperemia, general edema and cellular infiltration in the area 
of the suture. There may be a thickening of the “ring” that results in 
partial occlusion of the lumen, but this swelling gradually subsides 
and the ring produced by inversion of the gut wall disappears almost 
completely. 

In gastrointestinal or intestinal anastomosis, the blood supply of 
the area must be maintained, otherwise fibrillar fibrin is not produced 
and necrosis of the tissue eventually occurs with escape of the intestinal 
contents into the peritoneal cavity. ‘This indicates the importance of 
handling the tissues “delicately” and avoiding tight sutures. 

Since it has been found that fibrin seals the whole line of anas- 
tomosis promptly after suturing, and that the subsequent induration 
and swelling of the tissues tends to approximate the surfaces tightly, 
these findings should be considered in relation to postoperative care. 
Patients may be given water by mouth 6 hours after gastroenterostomy 
or intestinal anastomosis if the wound is not contaminated with mate- 
rial that may harbor virulent organisms. Soft diet may be given in 
4 days if the patient’s general condition does not contraindicate this. 
In the author’s experiments he found no evidence that peristalsis in- 
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duced by giving such food by mouth tended to break up the formation 
of new connective tissue. ‘The swelling that takes place around the 
anastomosis may cause partial obstruction and this may be the cause 
of vomiting. In such cases, if the patient can be satisfactorily sustained 
by parenteral fluids, improvement usually occurs by the tenth day, 
when the swelling subsides. 


INTRAPERITONEAL CHEMOTHERAPY 
R. H. GARDINER 


Royal Buckinghamshire Hospital, Aylesbury, England 
Brit. J. Surg., 32:49-65, July 1944 


Sulfanilamide and sulfapyridine are considered to be the drugs ol 
choice for intraperitoneal application; the author prefers sulfapyridine, 
as he has observed the slowest absorption rate and lowest toxicity with 
this drug. The author employs a fluid suspension for introduction of 
the sulfa drug into the peritoneal cavity; this is made by rapidly surring 
the finely powdered drug in sterile saline; 6 to 8 oz. of saline is used 
for 10 to 15 gm. of the powder. ‘This suspension is usually “squirted” 
rapidly into the peritoneal cavity with a Record syringe so that a jet 
of the emulsion is sprayed over the peritoneal contents. The dry pow- 
der may be used for dusting over the bowel surface around an anas- 
tomosis or wherever a definite local concentration of the drug is desired, 
but the author prefers the suspension for general intraperitoneal appli- 
cation. An average of 15 gm. is used, but if there is profuse suppura- 
tion, 25 gm. or more may be employed. 

The author has employed sulfapyridine locally in all stages of acute 
appendicitis for the past 214 years with ° ‘gratifying”’ results. Recovery 
occurred in some “seemingly hopeless” cases of generalized peritonitis. 
There have been 3 deaths from appendiceal peritonitis in this period. 
Wound healing has been unusually satisfactory with intraperitoneal 
sulfapyridine; no major breakdown of a wound has occurred in any 
case. Intraperitoneal sulfapyridine was employed in 2 cases of per- 
forated gastric ulcer, in which operation was done more than 12 hours 
after perforation; one patient died the day after operation; the other 
made an excellent recovery.  Intraper itoneal sulfapyridine has also 
been employed in 3 cases of perforated diverticulitis, with | death; in 
2 cases of strangulated hernia requiring resection of gangrenous intes- 
tine, with | death; 2 cases of pelvic abscess (both recovered); and a 
group of Se sll cases of acute abdominal emergencies and oper- 
ations resulting in contamination with good results in all. 

Intraperitoneal sulfapyridine has also been used in 3 cases of in- 
testinal resection for obstruction, and in 2 cases of resection for cancer 
of the colon All these patients made a good postoperative recovery. 
The results in these cases and those reported by others suggest that 
intraperitoneal chemotherapy may alter “the whole course of large- 
bowel surgery” and axial anastomosis may become a safe method and 
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the procedure of choice for reconstituting bowel continuity. Accurate 

diagnosis, adequate pre- and postoperative therapy and careful technic 

are essentials in abdominal surgery; chemotherapy is “but an adjunct 
to these.” 
REFERENCES ‘TO CURRENT ARTICLES 

The Economic Value of Peritoneoscopy. Martin Miqueo Narancio, John C. 
Pierson, Gordon McNeer and George ‘T. Pack, Memorial Hospital for Cancer 
and Allied Diseases, New York, N. Y. Ann. Surg., 121:185-90, Feb. 1945. (The 
technic of peritoneoscopy is described. ‘This procedure may yield information 
as to possible avoidance of unnecessary celiotomy, and in this series of 80 cases 
celiotomy was avoided on this basis in 39 cases. One death occurred from 
intraperitoneal hemorrhage in a patient with cirrhosis of the liver and a low 
prothrombin level. The cost is less than a third of that for celiotomy.) 

The Use of Penicillin in the Treatment of Peritonitis: An “Experimental Study. 
G. B. Fauley (Lt. Comdr., M.C.-V[S], U.S.N.R.), T. L. Duggan (Lt. Comdr., 
H.-V[S], U.S.N.R.), R. T. Stormont (Lt., jg., M.C.-V[G], U.S.N.R.), and C. C. 
Pteifler (Lt., M.C.-V|S|, U.S.N.R.), National Naval Medical Center, Be- 
thesda, Md. J.A.M.A., 126:1132-34, Dec. 30, 1944. (The mortality rate in a 
series of 27 untreated dogs with experimentally induced peritonitis was 92.6 
per cent, with an average survival of 57 hours. ‘There were no deaths in a 
series of 48 such dogs treated with penicillin | hour before operation. In 19 
dogs in which penicillin treatment was delayed for 12 hours the mortality was 
21 per cent. It is suggested that penicillin should prove a valuable adjunct in 
the treatment of peritonitis in man following battle wounds of the abdomen, 
and appendicitis and its complications. It should prove invaluable for such 
treatment aboard small ships or submarines and in isolated units ashore where 
adequate facilities for immediate surgical procedures are not available.) 

The Prevention of Staphylococcus Infections of the Peritoneum. Rollin A. 
Daniel, Jr., and Thomas J. Holbrook, Department of Surgery, Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn. Surgery, 17:39-46, Jan. 1945. 
(The effects of sulfanilamide, sulfathiazole and sulfadiazine in the prevention 
of hemolytic Staphylococcus aureus infection of the peritoneum were studied 
in the dog. The drugs were applied locally and in some cases also orally. 
Total generalized peritonitis occurred most frequently after sulfathiazole and 
least frequently after sulfanilamide. The lowest mortality rate followed com- 
bined local and oral administration of sulfanilamide.) 


‘he Use of the “Sump” Drain in Peritoneal Infection. W. Emory Burnett, 
George P. Rosemond and H. Taylor Caswell. §S. Clin. North America, 1316-25, 
Dec. 1944. (The advantages of drainage of the infected peritoneum by the 
Babcock stainless steel ‘sump’ drain are enumerated. Ninety-six cases of 
visible rupture of the appendix are analyzed showing a decreased morbidity 
and a drop in mortality from 35 to 9.6 per cent for the patients treated with 
this form of drainage. Results without sulfonamides (mortality 0) compare 
most favorably with combined drainage and sulfonamides (mortality 15 per 
cent). The technique of “sump” drainage is described.) 

Pneumoperitoneum. Duncan Leys, Royal Northern Infirmary, Inverness, Scot- 
land. Brit. M. J., 2:562-63, Oct. 28, 1944. (Reports 3 cases of free gas in the 
peritoneum without signs of peritonitis. ‘These patients were women who had 


had previous gastrointestinal symptoms suggestive of ulcer. A review of the 
literature shows only one case of this type in a male.) 
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29. Stomach eal sities 








THE USE OF AN IDENTIFYING “T” TUBE IN THE COMMON 
BILE DUCT IN GASTRIC RESECTION FOR DUODENAL 
ULCER ADHERENT TO THE BILE DUCTS 


FRANK H. LAHEY 
The Lahey Clinic, Boston, Mass. 
Surg., Gynec. & Obst., 80:197-98, Feb. 1945 


In his experience with subtotal gastrectomy for duodenal ulcer 
(approximately 500 cases), the author has found that mortality in this 
operation is associated more closely with the relationship of the duodenal 
ulcer to the comnion bile duct and its point of entrance than with any 
other one factor. Most duodenal ulcers in cases in which this operation 
is indicated are located on either the posterior or lateral wall of the 
duodenum. When such an ulcer erodes, as is often the case, into the 
head of the pancreas or along the outer margin of the duodenum, the 
scar and the exudate often distort the relationship of the common duct 
to the duodenum, and it is difficult to establish clearly the course of the 
duct and its entrance into the duodenum. In such cases the author 
advocates introducing a “T”’ tube into the common duct with its long 
limb running well down into the duodenum through the sphincter of 
Oddi, so that the location and course of the duct can be constantly 
identified throughout the process of dissecting an indurated ulcer out 
of the head of the pancreas and the removal of the scarred duodenum 
and its contained ulcer. With the use of this procedure it has become 
possible to remove a larger percentage of adherent duodenal ulcers 
involving the pancreas and the common and pancreatic ducts success- 
fully without injury to the ducts. If there is any doubt whether or 
not the ulcer-bearing portion of the duodenum can be safely removed 
as a part of the subtotal gastrectomy, even with the procedure de- 
scribed, the author recommends a two-stage procedure. ‘The first 
stage is an anterior gastroenterostomy with the removal of the omen- 
tum as proposed by the author, or a Finsterer resection by exclusion 
type of operation; the second stage, the removal of the ulcer-bearing 
portion of the duodenum and the pylorus when the ulcer has healed 
and the induration has disappeared. 


VALVULAR GASTROSTOMY 
M. E. STEINBERG 


Emmanuel Hospital, Portland, Oreg. 
Am. J. Surg., 65:138-40, July 1944 


In 1942, the author described a valvular gastrostomy employing a 
flap of the anterior stomach wall. A channel was formed by suturing 
the seromuscularis over a rubber tube. This pedicle was “rather long,” 
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but maintained its continuity with the main body of the stomach by a 
narrow base. The pedicle tube was “invaginated upon itself” to form 
a valve-like structure. This operation was done on one patient with 
carcinoma of the esophagus, and the gastrostomy functioned efficiently. 
However, as there was danger that the invagination of the pedicle 
tube upon itself might have a tendency to “strangulate’’ the blood 
supply to the terminal part of the tube, the author has modified the 
technic. With the new technic, only the terminal half of the pedicle 
tube is separated from its continuity with the main body of the stom- 
ach; the proximal half, nearer to the greater curvature, is not disturbed: 
and the blood supply to the distal half of the gastrostomy tube is not 
interfered with. ‘The wider diameter of the proximal half of the 
channel with this method facilitates the invagination of the narrow 
terminal half of the tube. 





Fic. 3 Fic. 4 


Fic. 1. Incision parallel to the lesser curvature; suturing of the seromuscularis over the rubber 
tube. 
Fic. 2. A tunnel was formed. by the approximation of the anterior stomach wall over the 
rubber tube. 
Fic. 3. This illustrates the method used in the original operation. The whole serosa lined 
channel down to its base has been separated from the main body of the stomach. This pro- 
cedure has been discarded since it might endanger the blood supply to the terminal end of the 
pedicle tube: particularly so after its invagination upon itself. (See Figure 6 for comparison.) 
Fic. 4. Suturing of the stomach mucosa over the distal half of the tube. 
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PA 
Fic. 5. Alternative method. Ihe same is Fic. 6. The distal half of the tube is now 
accomplished as in Figure 4 by suturing of free and is covered by stomach mucosa. The 
the mucosa over the distal half of the tube proximal half of the tube maintains its at- 
between two clamps. tachment to the main body of the stomach. 


Compare with Figure 3 which shows the 
original method now discarded. 


Fic. 7. The distal half of the tube has been 
invaginated through the serosa lined channel. 
The opening in the anterior wall of the main 
body of the stomach is closed by three rows of 
sutures (not shown in this illustration). Insert: 
a, the valvular gastrostomy is actually shorte: 
than indicated in the main illustration. 


Illustrations by courtesy of The American Journal of Surgery. 


This new technic has been employed in a case of mucous cell 
carcinoma involving about one-third of the lesser curvature and part 
of the abdominal esophagus. ‘The tumor was considered inoperable 
because of extension into the lesser omentum and fixation. About 
three-fourths of the stomach on the anterior surface was free from 
carcinoma. A gastrostomy was done by the method described. ‘The 
patient was able to take food by mouth and tube three days after 
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operation. Since discharge from the hospital, he has been kept under 
observation: he introduces the tube into the stomach through the 
gastrostomy opening “during feeding time” and no leakage has ever 
occurred. 


| The need tor a gastrostomy without a tube in many cases is evident. “Tube 
gastrostomies tend to close if the tube falls out. Of the various methods of 
permanent gastrostomy the Janeway and Spivack have much to recommend 
them. The present method of Dr. Steinberg also has much to recommend it, 
but his series of one case by the original technic and one case by the revised 
technic is too small to form definite conclusions, although it looks very prom- 
ising. One of the best ways to understand some of these complicated gas- 
trostomy methods is to take a piece of scrap paper, mark on it the lines of in- 
cision with a pencil, and then with a pair of scissors cut the described flaps, 
tubes, etc.—Ep. | 

(This abstract was published in the November 1944, Vol. 2, No. 1 issue of 
this publication; however, figures 1 to 4 were inadvertently transposed. Our 
apologies to Dr. Steinberg and our readers.) 


REFERENCES TO CURRENT ARTICLES 

Metabolic Studies in Patients with Cancer of the Gastrointestinal Tract. 
XIX. The Anemia of Patients with Gastric Carcinoma. Abraham Oppen- 
heim, Jules C. Abels, George ‘T. Pack and C. P. Rhoads, Memorial Hospital, 
N.Y. J.A.M.A., 127:273-76, Feb. 3, 1945. (The anemia in these cases varies 
widely with respect to the size of the red cells, but in most instances it is 
normochromic. ‘There is reason to believe that the macrocytic and normocytic 
anemia of these patients is not on the same basis as that of addisonian per- 
nicious anemia but probably is related to the associated hepatic insufficiency. 
Phe study is based on 78 patients with anemia in a series of 122 patients with 
gastric cancer.) 

Transthoracic Gastric Surgery with a Report of a Transthoracic Resection of a 
Diverticulum of the Stomach. Donald L. Paulson (Major, M.C., A.U.S.). 
J. Thoracic Surg., 13:518-22, Dec. 1944. (Case illustrating advantages of 
transthoracic approach for resection of a benign lesion of the cardiac end of the 
stomach, in a patient of asthenic habitus with a narrow costal angle which 
would have rendered abdominal approach difhcult. Through this approach 
the diverticulum was easily resected and the base of the diverticulum closed 
without soiling. Advantages of this route include adequate exposure, lighter 
anesthesia, less traction and possibly fewer postoperative complications.) 

Peptic Ulceration in Gastric Carcinoma. J.A.M.A., 127:334, Feb. 10, 1945. 
(Brief reference to articles in the literature regarding incidence of peptic 
ulceration in gastric carcinoma. Cases of carcinoma clinically indistinguish- 
able from ulcer have been known to heal completely under intensive medical 
treatment. ‘The possibility must be kept in mind that under certain circum- 
stances gastric carcinoma may respond so favorably to treatment that its true 
nature is not suspected as early as it should be.) 

Resection of the Stomach. Howard M. Clute and Chester W. Howe, Boston, 
Mass. Am. J. Surg., 66:495-502, March 1945. (Study of present-day pro- 
cedures in the selection, preparation, operation and postoperative care of 
patients having lesions that require resection of the stomach.) 

Recurrent Gastrojejunocolic Fistula. Ernest L. Sarason (Mount Sinai Hospital, 
New York, N. Y.). J. Mt. Sinai Hosp., 11:282-85, Jan.-Feb. 1945. (Reports a 
case of recurrent gastrojejunocolic fistula following a gastroenterostomy for 
chronic duodenal ulcer. Operation was done in 3 stages, with good results.) 

Subtotal Gastrectomy, with Transplantation of the Common Bile Duct and 
Pancreatic Duct into the Jejunum; Report of a Case. Frank H. Lahey, Lahey 
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Clinic, Boston, Mass. Lahey Clin. Bull., 4:34-37, Oct. 1944. (In the author’s 
experience, the mortality of subtotal gastrectomy for duodenal ulcer is higher 
than that of the same operation for gastric ulcer. This is due to injury to the 
common bile duct and pancreatic duct in duodenal ulcers adherent to the 
common bile duct or located low in the duodenum near the point of entrance 
of the duct. If the common bile and pancreatic ducts are injured at operation 
in such cases, the author has found it “much more desirable” to implant the 
common and pancreatic ducts into the proximal loop of the jejunum rather 
than into the duodenum. An illustrative case is reported in which this pro- 
cedure was successful.) 


Subtotal Gastrectomy in Medically Resistant Ulcers. J. William Hinton, New 


York, N. Y. New York State J. Med., 45:291-95, Feb. 1, 1945. (In 85° opera- 
tions for gastroduodenal ulcer, the ulcer was gastric in 19, or 22 per cent of 
cases, and duodenal in 66, or 78 per cent. The author is of the opinion that 
90 per cent of ulcer patients in whom the diagnosis is made within the first 
year of onset of symptoms can be treated by a medical regimen. In those who 
require operation, the only satisfactory surgical procedure is subtotal gastric 
resection with removal of the ulcer in toto. Gastroenterostomy does not give 
satisfactory results in these cases for operation is indicated for complications 
of long-standing ulcer rather than for the ulcer per se.) 


Hypertrophic Gastritis Simulating Intramural Tumor of the Stomach. Charles 


L. Hinkel (Major, M.C., A.U.S.). Am. J. Roentgenol., 53:20-27, Jan. 1945. 
(In the case reported the chief symptoms were epigastric pain and vomiting 
with occasional blood in the vomitus; gastric analysis showed achlorhydria. 
The roentgenological examination indicated an intramural tumor in the 
cardiac end of the stomach. At operation, gastric resection was done with 
removal of two-thirds of the proximal portion of the stomach. Pathological 
examination showed adenomatoid hyperplasia of the mucous glands with 
chronic diffuse gastritis. Pyothorax developed as a result of the breakdown 
of the esophagogastric anastomosis and caused death. A review of the litera- 
ture shows that inflammatory diseases of the stomach “have many times been 
mistaken for tumors,” not only by the roentgenologist but also by the gastro- 
scopist and even by the surgeon on palpation of the stomach at the time of 
operation. ) 


Preoperative and Postoperative Care of Patients with Lesions of the Stomach and 


Duodenum. Harold A. Zintel, Harrison Department of Surgical Research, 
Schools of Medicine, University of Pennsylvania, Philadelphia. 5S. Clin. North 
America, 1353-64, Dec. 1944. (Directions for maintaining electrolyte balance, 
overcoming hypoproteinemia and for administration of jejunostomy feedings, 
with suggested menus and recipes for gelatin and gruel mixtures as well as 
directions for feeding after sub-total gastrectomy or gastro-enterostomy and 
total gastrectomy. ‘Treatment for complications, including hemorrhage, leak- 
age and peritonitis.) 


A Technique of Aseptic or Closed Gastric Resection Using the Furniss Clamp. 


Leo C. Culligan, Minneapolis, Minn. Surg., Gynec. & Obst., 79:629-43, Dec. 
1944. (Describes a technic for gastric resection using the Furniss clamp; this 
technic is new in that this clamp has not previously been used for gastric sur- 
gery. The Hofmeister type of anastomosis is employed for which the Furniss 
clamp and needle are well suited. ‘The author has found this method pro- 
vides a better control of hemorrhage than any other technic of closed gastric 
resection. In 46 resections for gastric ulcer by this technic, there was | post- 
operative death; in I] resections for gastric carcinoma there was | postopera- 
tive death, due to cardiac failure.) 


The Ulcer Carcinoma Problem of the Stomach. Editorial, J. Dewey Bisgard. 
Surg., Gynec. & Obst., 79:673-75, Dec. 1944. (The difficulty of differentiating 
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gastric cancer from benign ulcer is recognized, and the consequent danger of 
delay in operation for carcinoma is emphasized. Some surgeons advocate early 
resection of all gastric ulcers; others advocate resection if the lesion does not 
respond promptly, within a few weeks, to a rigid ulcer regime. After the 
relief of symptoms by such a regime, repeated roentgenological examinations 
must be made to determine whether the lesion heals. Resection should be 
done if lesions fail to regress or to heal after an initial regression. The prob- 
lem of carcinoma of the stomach is “a challenge to diagnostic acumen.’’) 


Simultaneous Primary Carcinomas of the Stomach and Sigmoid; Case Report. 


John de]. Pemberton and Philip H. Seefeld, Mayo Clinic, Rochester, Minn. 
Am. J. Surg., 66:393-95, Dec. 1944. (In the case reported both the gastric 
and the sigmoid tumor were recognized clinically. “The gastric cancer was re- 
moved by resection of the distal half of the stomach; it was an adenocarcino- 
matous ulcer. ‘The sigmoid tumor was also removed by an exteriorization 
operation; it was a sessile type of adenocarcinoma. ‘The patient made a good 
recovery. In 1937, a similar case was operated at the Clinic, with 2 separate 


and distinct carcinomas, | in the stomach and | in the sigmoid, both of 
which were removed. ‘The patient is living and well 8 years after operation.) 


30. Small Intestines 


GASTRIC RESECTION IN THE TREATMENT OF GASTRO- 
JEJUNO-COLIC FISTULA—REPORT OF 3 CASES 


H. M. Biecen, JR. and ANbRES FERRET 


Missoula, Mont. 
Journal-Lancet, 64:17-21, Jan. 1944 


The mortality rate of gastro-jejuno-colic fistula is high, no matter 
what type of surgical procedure is used, varying from 20 to 63 per cent, 
or an average of 34.9 per cent. Jejunal ulcer follows gastro-enteros- 
tomy for duodenal ulcer, varying from 1.4 to 34 per cent or an average 
of 8.9 per cent. Gastro-jejunal ulcer also occasionally follows anasto- 
mosis for gastric ulcer but never occurs after anastomosis for carcinoma. 
Fifteen per cent of all jejunal ulcers penetrate into the colon, forming 
gastro-jeyuno-colic fistula. 

Adequate pre-operative preparation is imperative, regardless of the 
surgical procedure used. Fluids and nutrition in the form of intra- 
venous glucose and intravenous saline should be administered and 
transfusions of blood and plasma given to correct the anemia and the 
disturbed plasma protein levels. Vitamins in large doses, especially 
ascorbic acid, the B-complex group and vitamin K, are required. Fre- 
quent cleansing enemas and gastric lavages are essential to obtain ade- 
quate decompression of the stomach and intestines. Sulfonamides have 
proved of value in reducing the infection about the fistula and in 
reducing the bacterial count of the intestinal flora. 

A preliminary colostomy is advised, especially when there is a marked 
uncontrollable diarrhea. In the 3 cases reported, colostomy was not 
required. ‘Iwo were cases of gastro-jejuno-colic fistula and | was a case 
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of penetrating jejunal ulcer with impending fistula. All were operated 
upon in | stage, and all included a radical gastric resection. Five grams 
of sulfanilamide powder were distributed evenly about the postopera- 
tive site before closure. All patients made excellent recovery. 40 
references. 


MECKEL’S DIVERTICULUM; DYSPEPSIA MECKELI FROM 
HETEROTOPIC GASTRIC MUCOSA 
WituiAM L. Sistey (Major, M.C., A.U.S.) 
Arch. Surg., 49:156-66, Sept. 1944 


In 2 of the 12 cases reported, there was no history of gastrointestinal 
symptoms and Meckel’s diverticulum was an incidental finding at 
autopsy; death was due to coronary thrombosis in one of these cases, 
to accident in another. In one case the chief symptoms were pain and 
the passage of bloody stools; at operation a Meckel’s diverticulum, 
which was bleeding, was removed; but as an intestinal hemorrhage 
occurred in the postoperative period, a second operation was necessary 
and resection of a portion of the ileum. In one case, there had been 
a previous attack, with symptoms of intestinal obstruction, which had 
been relieved by treatment with the Miller-Abbott tube. The inflam- 
matory nature of the obstruction was not recognized and operation was 
delayed, while conservative treatment with the Miller-Abbott tube was 
tried again. When this failed and operation was done, the Meckel’s 
diverticulum was found to be gangrenous and there was generalized 
peritonitis with an associated septicemia, which caused the patient’s 
death; earlier operation in this case might have prevented this fatality. 

In the other cases, the chief symptoms were attacks of abdominal 
pain, often associated with nausea and vomiting. .Operation was done 
in these cases on a diagnosis of appendicitis, but the appendix was 
found to be normal, or nearly so, and the Meckel’s diverticulum was 
found and removed. Histological examination of the specimen in each 
case showed the presence of heterotopic gastric mucosa. The author 
is of the opinion that in such cases the heterotopic gastric mucosa 
secretes hydrochloric acid and pepsin which become irritating to the 
ileum, causing spasm of the walls of both the ileum and the diverticu- 
lum. ‘This condition differs from diverticulitis as there is no evidence 
of inflammation, although the symptoms may be somewhat similar. 
The author suggests that this condition may be called dyspepsia 
Meckeli. The treatment of this condition, as in all other cases where 
Meckel’s diverticulum causes symptoms, is prompt surgical removal 
of the diverticulum. 


| Peptic ulcer frequently is found in the diverticulum, involving the normal 
mucosa and adjacent to the island of heterotopic gastric mucosa. This complica- 
tion has been suspected in children who have massive intestinal bleeding and no 
evidence of polypi.—Eb. | 
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REFERENCES TO CURRENT ARTICLES 

A Simplified Suction Unit for Intestinal Decompression. D. J. Leithauser, 
Detroit, Mich. J.A.M.A., 127:157-58, Jan. 20, 1945. (A simple siphon suction 
unit is described which functions as well as the Wangensteen apparatus, and 
avoids all the difficulties presented by the cumbersome equipment and mul- 
tiple connections. The simple T-tube arrangement makes use of siphonage 
plus the elevated intra-abdominal pressure, and functions as well as positive 
suction. ) 

Present Status of Chronic Regional or Cicatrizing Enteritis. H. L. Bockus, 
Graduate Hospital of the University of Pennsylvania. J.A.M.A., 127:449-56, 
Feb. 24, 1945. (Following a discussion of non-controversial aspects of chronic 
enteritis, such as incidence and diagnosis, the author describes the controversial 
features such as etiology, surgical and medical treatment. He concludes that, 
with the use of all known methods, the disease is frequently not overcome and 
prognosis must remain in doubt for many years. Recurrence may take place 
in spite of thorough resection of the lesion. Permanent good results may not 
be anticipated in more than 50 per cent of cases. There is some indication 
that regression of the disease may follow conservative medical management or 
short-circuiting operation with exclusion. Clinical remissions do occur and 
even if operation is deemed impossible, medical management should be con- 
tinued indefinitely, as remarkable improvement may result in some patients.) 

Regional Jejunitis: Report of an Unusual Case. Vincent L. Rees, University of 
Utah Medical School, Salt Lake City, Utah. Am. J. Surg., 66:119-22, Jan. 
1945. (An unusual case of non-specific regional jejunitis is presented in which 
the proximal jejunum was completely obstructed at 3 isolated places. About 
5 feet of jejunum was resected and an end-to-side anastomosis was performed. 
Recovery was uneventful and the patient was free from symptoms | year later.) 

The Effect of Chemotherapy on the Ileum Subjected to Vascular Injury. Stanley 
J. Sarnoff and Jacob Fine, Beth Israel Hospital and Harvard Medical School, 
Boston, Mass. Ann. Surg., 121:74-82, Jan. 1945. (The protective effect of 
succinylsulfathiazole is maximal when applied well in advance of production 
of the vascular injury, while chemotherapy at the time of, or subsequent to, 
the production of vascular injury, is also effective, but to a distinctly lesser 
extent than advance chemotherapy. The data suggest the probable usefulness 
of chemotherapy in corresponding clinical states in man.) 

Hemangioma of the Intestine. George B. Packard, Denver, Colorado, University 
of Colorado Medical School and Denver Children’s Hospital. Am. J. Surg., 
66:556-62, March 1945. (A patient with severe anemia and unsuspected in- 
testinal bleeding was found to be suffering from a cavernous hemangioma, the 
resection of which apparently cured her.) 

Inflammatory Lesions of the Small Intestine: Surgical Aspects. Henry W. Cave, 
Roosevelt Hospital, N. YY. J.A.M.A., 127:456-58, Feb. 24, 1945. (Report on 
23 cases of regional ileitis with 3 deaths. Differential diagnosis from ap- 
pendiciuis and the surgical aspect of the question of recurrence is discussed. 
It is emphasized that numerous patients will recover without resection or even 
without ileocolostomy with exclusion. Appendectomy in the early stage or 
other stages invites disaster. Resection in | or 2 stages is usually accepted as 
the procedure of choice. Certain writers believe cure is possible with ileo- 
colectomy with exclusion without resection. If the terminal ileum is diseased 
it should be removed at the time of partial or complete colectomy. A con- 
dition described as chronic organized enteritis was recently treated at the 
Roosevelt Hospital.) 

The Care of Ileostomy. Richard B. Cattell, Lahey Clinic, Boston, Mass. Lahey 
Clin. Bull., 4:45-52, Oct. 1944. (The most satisfactory site for an ileostomy 
opening is 2 in. below and | in. to the right of the umbilicus. The method of 
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care of the ileostomy is described, using a Travellor bag for the first 3 to 6 
months and later a Koenig-Rutzen bag. Skin irritation is reduced by the use 
of compound tincture of benzoin in the initial period, and a 5 per cent aqueous 
solution of tannic acid and fuller’s earth subsequently. Ileostomy is indicated 
in certain cases of ulcerative colitis.) 

Multiple Plasmocytoma of the Jejunum,; Report of a Case. Joseph J]. Esposito 
and Arthur Purdy Stout, Columbia Univ. College of Physicians and Surgeons, 
New York, N. Y. Am. J. Roentgenol., 53:33-39, Jan. 1945. (In the case re 
ported, repeated intestinal hemorrhages had occurred over a period of 3 years. 
Roentgenological examination showed narrowing of the jejunum regarded as 
evidence of malignancy. At operation 6 constricting lesions of the jejunum 
were found, and resection done with end-to-end anastomosis. Pathological 
examination showed large numbers of plasma cells infiltrating all layers of 
the wall of the jejunum and the regional lymph nodes—plasmocytoma. Three 
months after operation roentgenological examination showed 2 areas of nar- 
rowing jejunum. ‘The patient later developed intestinal obstruction and died 
following operation in another hospital; 3 tumors were found in the jejunum 
at operation but were not examined histologically.) 


31. A ppendix 


THE SENSATION OF GAS STOPPAGE DURING THE ONSET 
OF ACUTE APPENDICITIS, WITH ILLUS- 
TRATIVE CASES 
FE. L. Keyes, Jr. 


Washington University School of Medicine and Barnes Hospital, St. Louis, Mo. 
Surgery, 17:270-83, Feb. 1945 


A symptom occ urring at the onset of the disease and termed the “gas 
stoppage sensation” is presented as a very early diagnostic sign of acute 
appendicitis. ‘he gas stoppage sensation is described by Homans as 
a sustained abdominal colic, vaguely located in the midline (and asso- 
ciated with nausea and vomiting), and rarely relieved senetite by 
the passage of gas or a movement of the bowels. The sensation is said 
to be always a desire to pass gas downward rather than upward, with 
nausea, and is characteristically relieved little, if at all, by the passage 
of gas or feces. It occurs prior to the signs of localization. ‘This initial 
symptom appears only at the onset and is usually present regardless of 
whether subsequent signs of localization are typical, atypical or absent. 
After localization this sensation disappears. 

The sensation induces the patient to try to empty the bowel, even 
by the use of laxatives, and the duration is from | to 24 hours or more. 
Few of the patients are able to pass gas or to defecate without catharsis 
or enemas. ‘he symptom is more intense in fulminating cases. To 
elicit it the examiner should carefully focus the patient’s mind on the 
time prior to the localization of pain, to the time not when he first 
felt sick but when he last felt perfectly well. Sensible information can- 
not be obtained from children, from those with a low I.Q., and from 
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patients in whom the attack begins with localized pain and without the 
brief, vague onset period here described. Other conditions which may 
be associated with the gas stoppage sensation are small intestinal ob- 
struction and other cs usual diseases of the small intestine. ‘Ten 
illustrative cases are reported with comments. 5 references. 1 table. 

[Is this not the initial colic or tormina so dramatically described by John 
B. Murphy 40 years ago? It probably in the early stages is the expression of a 
reflex ileus and commonly disappears in 4 to 6 hours, with the development 
of the characteristic local signs, as well as with the onset of gangrene. The later 


colic is usually due to peritonitis. It is to be remembered that appendicitis, 
especially the streptococcic type, may start with a diarrhea.—Eb. | 


APPENDICITIS AND THE SULFONAMIDE DRUGS 
Rospert L. SEWELL 


Fort Worth, Tex. 


From the Department of Surgery, University of Rochester School of Medicine and Dentistry, 
Rochester, N. Y. 


Surgery, 17:32-38, Jan. 1945 


Before 1936 the appendix was removed through a McBurney in- 
cision, catgut suture material was used, and the abdomen drained “‘if 
necessary,” if peritoneal contamination or pus was evident. About this 
time, several surgeons adopted the “‘no-drainage”’ technic. ‘The record 
of their experiences in the succeeding five years in simple acute appen- 
dicitis, gangrenous appendicitis and perforated appendices with per- 
itonitis is discussed with tabulated statistics. By 1942 the procedure 
was McBurney incision, no drainage, the use of silk (or nylon or cot- 
ton) suture material and the use of the sulfonamide drugs. “The mor- 
tality rate in the last 300 cases of acute appendicitis was 0.3 per cent. 
No doubt earlier diagnosis and operation have contributed to this 
result. Statistics show a definite shift away from appendiceal abscess 
and peritonitis, with an increase in the simple acute cases. 

A lessening of mortality and of wound infection was attained when 
all forms of drainage of the peritoneum and abdominal wall were dis- 
continued. ‘There was no perceptible increase or decrease in the num- 
ber of intra-abdominal abscesses or in generalized peritonitis. The use 
of silk suture material reduced the number of wound infections con- 
siderably. “Those wounds which were infected drained approximately 
50 per cent longer than the usual wound in which catgut was used. 

The use of the sulfonamide drugs locally, in conjunction with silk 
suture material and no drainage, has shown remarkable benefits in: 
(a) lowering mortality still further; (b) lessening wound infections; 
(c) reducing severity of wound infections; (d) lessening the number 
and severity of intra-abdominal abscesses. The use of the sulfonamide 
drugs and the no-drainage technic has already been accorded general 
acceptance. The choice of suture material plays a lesser role. The 
author's preference is the nonabsorbable suture material, for with it 
there seems to be a decided lessening of wound infection. 9 tables. 
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{An important factor in the reduction of mortality in appendicitis has been 
the high percentage of earlier operations, stemming from the education of the 
public. Halsted and others were using silk sutures from the beginning of the 
century, and many were closing the abdomen without drainage despite local 
peritoneal contamination or diffuse purulent exudate. Nonirritating aspirating 
tube drainage still has a place in the treatment of advanced fetid purulent 
accumulations. Many surgeons have abandoned the use of sulfonamides in the 
peritoneal cavity as of little value. Less wound infection follows the use of silk 
or cotton ligatures than catgut. ‘The latter has been an important cause of 
delayed suppuration in the wound after the patient has left the hospital. The 
former occasionally causes pustules or sinuses and the silk knots may be shed 
weeks or months after the operation. ‘The lowest percentage of post-operative 
wound infection follows the exclusive use of alloy steel or tantalum wire sutures 
and ligatures.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

The Role of Lymphoid Hyperplasia in Acute Appendicitis. H. Rembert Mal- 
loy, Robert S. Jason and Charles R. Drew, Howard University School of 
Medicine, Washington, D. C. Am. J. Surg., 66:81-86, Jan. 1945. (Fifty-seven 
or 16.1 per cent of 356 patients with acute appendicitis showed lymphoid 
hyperplasia. In 48, or 84.2 per cent of the cases with lymphoid hyperplasia, 
there was a history of concomitant or preceding infectious process. Of 100 
cases showing raised*intraluminal pressure, lymphoid hyperplasia seemed to 
be an etiological factor in 44 cases. The clinical picture of appendicitis caused 
by lymphoid hyperplasia is discussed.) 

Acute Appendicitis in the Middle East. Norris J. Kirk (Capt., M.C., A.U.S.). 
Mil. Surgeon, 96:156-59, Feb. 1945. (In a general hospital in the Middle 
East, severe enterocolitis due to either amoebic or bacillary infection, some- 
times rendered diagnosis dificult. Operation was done on 104 patients with 
acute appendicitis without a death. Spinal anesthesia was employed in these 
cases, “straight’’ spinal in 7] cases, continuous spinal in 33 cases. The use of 
the continuous method reduced the total amount of novocaine required. In 
3 cases the appendix had perforated with localized areas of peritonitis; cigaret 
drains were used in these 3 cases, and also in | case of large appendiceal 
abscess. Sulfanilamide was placed in the peritoneal cavity and also given in 
full dosage postoperatively in these 4 cases. There were no serious postopera- 
tive complications in this series of cases.) 

Hematosalpinx in a Female Infant. Willard C. Montgomery, Mitchell Memorial 
Hospital, Brentwood, N. H. Am. J. Surg., 66:407-408, Dec. 1944. (Reports 
a case in a female infant 13 months of age in which a diagnosis of acute 
appendicitis was made. At operation a peri-appendicitis was found; the right 
ovary was swollen and filled with blood; the right tube swollen and gan- 
grenous; ovary and tube were removed. Pathological examination showed 
acute infarction of tube and ovary and hematosalpinx. This case shows the 
necessity for investigating the pelvic viscera in female infants with acute 
appendicitis.) 
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32. Colon and Rectum 


SURGERY IN OBSTINATE MEGACOLON; RADICAL ONE- 
STAGE RESECTION AND ILEOSIGMOIDOSTOMY 


K. S. Grimson, H. N. VANbDEGRIFT and H. M. Dratz 


Duke University School of Medicine, Durham, N. C. 
Surg., Gynec. & Obst., 80:164-73, Feb. 1945 


In 24 patients with megacolon, repeated examinations by procto- 
scope, barium or air contrast enemas, and occasionally oral barium, 
have demonstrated 3 types. In 12 patients there was uniform enlarge- 
ment of the entire colon and rectum; in 7 cases there was uniform 
enlargement of the proximal colon and sigmoid, and a normal segment 
of lower sigmoid and rectum; in 5 cases there was enormous dilatation 
of the upper sigmoid and descending colon with or without moderate 
dilatation of the proximal colon and the lower sigmoid and rectum. 
Patients with megacolon of the first and third types usually respond 
favorably to protracted medical treatment. If patients of the first type 
develop difficulty, resection of proximal segments of the colon and ileo- 
sigmoidostomy may be done. Patients with megacolon of the second 
type respond poorly to medical treatment; and it is in this type of case 
that radical resection of the colon with ileosigmoidostomy is indicated. 
This operation was successfully done in one stage in 3 of the 7 cases of 
this type in the author's series. The other 4 patients in this group 
treated medically, supplemented in | case by sympathectomy, have all 
died. 


BENIGN SURGICAL LESIONS OF THE RIGHT COLON 
Curtis ROsseR 


Southwestern Medical Foundation College of Medicine, Dallas, Tex. 
J.A.M.A., 127:568-71, March 10, 1945 


Although only one-fifth of colonic cancers are found in the right 
colon, the ileocecal coil is the location of the majority of those inflam- 
matory pseudotumors of the abdomen requiring surgical treatment. 
The chief conditions which have to be differentiated in this region in- 
clude perityphlitis, tuberculoma, simple ulcer of the cecum, the cecal 
extensions of regional ileitis, and non-specific granuloma of the colon. 
Illustrative cases of the conditions mentioned are presented. It is diff- 
cult to suggest a clearcut diagnostic differentiation between cancer and 
these inflammatory conditions because of such common factors as tume- 
faction, similar roentgenographic appearance and chronicity. All of 
the latter, however, are usually associated with some temperature eleva- 
tion and with increased leukocyte count; anemia is not pronounced; 
and the tumor is usually more sensitive. It is fortunate that surgery is 
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indicated in both conditions, because, if the patient has been properly 
prepared for large bowel surgery before the abdomen is entered, any 
discrepancy in the preoperative diagnosis can be safely corrected and 
the proper procedure instituted at the time of surgery. 9 references. 
6 figures. 


AN APPRAISAL OF THE RESULTS OF SURGERY IN 
TREATMENT OF REGIONAL ILEITIS 
Joun H. Gartock and Burritt B. Croun 


Mount Sinai Hospital, New York, N. Y. 
J-A.M.A., 127:205-208, Jan. 27, 1945 


The series of cases reviewed included 164 cases of enteritis, ter- 
minal ileitis and combined ileocolitis, with operations performed by 
many surgeons in many institutions; 137 cases were operated on at the 
Mount Sinai Hospital, New York. All cases were carefully followed 
for periods of from 2 to 14 years. In the entire group of 164 cases, 
regardless of the complexity of the procedures involved, there were 
14 deaths, an operative mortality of 8.5 per cent. In 55 primary re- 
sections there were 9 operative deaths and a recurrence rate of 19.5 
per cent. In 65 short-circuiting procedures there were no operative 
deaths and the recurrence rate was 13.8 per cent. ‘The greater safety 
of the less radical procedure and its smaller rate of recurrence would 
weigh the balance strongly in favor of the more conservative opera- 
tion. ‘The cause of such a high incidence of recurrence is attributable 
either to failure to detect the. most proximal skip lesions or to a nidus 
of infection outside the intestinal wall proper. Detection of skip 
areas demand in every case a careful examination at the operating 
table of the entire small intestine. If it should prove that some skip 
areas are too small to be detected, a much wider area of small intes- 
tine must be excluded in order to circumvent any inclusion of disease 
above the anastomosis. Such extensive excision might give rise to 
severe diarrhea and nutritional disturbances because of too great ex- 
clusion of mucosal absorbing surface. It is unlikely that infected 
lymph nodes are responsible for recurrence. It is emphasized that 
many recurrences are radiographic recurrences only and that the diar- 
rhea is not more excessive than is consistent with the increased 
number of movements that characterize any shortened intestinal tract. 
These patients do well with general supportive measures, such as diet, 
rest, liver extract and vitamin B injections, and they often improve 
with succinylsulfathiazole or sulfathaladine. No satisfactory medical 
treatment of ileitis exists. "There is little scientific reason to believe 
that penicillin will be curative. Future improvement in the results 
of surgical treatment will depend on earlier diagnosis and more prompt 
operative intervention. 3 tables. 
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REFERENCES TO CURRENT ARTICLES 

Urologic Problems Associated with the Surgical Treatment of Carcinoma of the 
Rectum. Joseph A. Lazarus, New York, N. Y. Surgery, 17:284-90, Feb. 1945. 
(A discussion of urinary retention, urosepsis and injury to the urinary tract 
following surgical treatment of carcinoma of the rectum, with suggestions for 
prevention and treatment based on consideration of the underlying causes of 
these complications.) 

Urinary Retention Following Surgical Operation on the Rectum and Sigmoid: 
Treatment by Transurethral Resection. John L. Emmett and David S. Cristol, 
Mayo Clinic, Rochester, Minn. J.A.M.A., 126:1077-79, Dec. 23, 1944. (Trans- 
urethral prostatic resection will completely and quickly relieve nearly all 
patients suffering from urinary retention following operations on the rectum 
and sigmoid. The patient should be allowed a period of at least 3 weeks 
after intestinal operation to regain his vesical function before a transurethral 
resection is advised.) 

Surgical Treatment of Cancer of the Colon and Rectum. Chas. Gordon Heyd, 
New York Post-Graduate Medical School, Columbia University, New York, 
N.Y. Am. J. Surg., 66:479-87, March 1945. (Study based on 30 cases treated 
with the Devine colostomy. This method extends indications and resectability 
and is the most efficient temporary or permanent colostomy. ‘There was no 
mortality in this series. Colon continuity may be reestablished at any time 
by a simple procedure with a special clamp.) 

Multiple Polypoid Disease of the Colon and Rectum. H. L. Pugh (Capt., M.C., 
U.S.N.) and J. P. Nesselrod (Comdr., M.C., U.S.N.R.), U. S. Naval Hospital, 
San Diego, Calif. Ann. Surg., 121:88-99, Jan. 1945. (Radical surgery, 
namely, total colectomy, is warranted and carries with it the only hope of 
permanent cure. Ileosigmoidostomy followed by resection of the intervening 
segment may be done in lieu of total colectomy in cases where the lesion in the 
rectum and rectosigmoid can be removed by fulguration. “Two cases are added 
to the literature.) 

Diverticulitis of the Cecum: A Method of Management. Stanley Frehling 
(Capt., M.C., A.U.S.), Station Hospital, Camp Carson, Colorado. Ann. Surg., 
121:83-87, Jan. 1945. (Extraperitonealization of the immediate site of the 
lesion as a prececostomy is suggested as the ideal method of management in 
most cases of solitary diverticulitis of the cecum. A case is presented to illus- 
trate the difficulties of recognizing the pathology and the corrective procedure 
employed.) 

Diverticulosis and Diverticulitis of the Colon; Case Report of a Fourteen-Year- 
Old Patient. Pasquale D. Badia, Morrisania City Hospital, New York, N. Y. 
Am. J. Surg., 66:536-46, March 1945. (General discussion of the types and 
distribution of diverticula, symptoms, diagnosis and treatment. Treatment of 
mild diverticulitis and diverticulosis is medical, and that of severe diverticul- 
itis is surgical. The sulfa drugs play a large part in the treatment of these 
conditions: ) 

Fhe Submucosal Morcellation of Hemorrhoids. H. B. Benjamin (Lt. Comdr. 
M.C.-V_ (S), U.S.N.R.), H. W. Ahrenberger (Lt, M.C.,-V_ (S), U.S.N.R.) and 
C. J. Fairless (Lt. jg., M.C., U.S.N.) Ann. Surg., 121:239-44, Feb. 1945. (In 
34 consecutive hemorrhoidectomies performed by this technic, there was no 
undue pain during operation or after it; the enema on the third day was 
given easily and followed by normal bowel movements. There were no gas 
pains and none of the patients had to be Catheterized. ‘Two-thirds of these 
patients were up and about on the third postoperative day. Healing was com- 
plete in 1 week. In 5 cases bleeding required use of a rectal pack. There 

were no recurrences.) 
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Multiple Carcinomas of the Large Intestine. H. Lewis Berson and Louis Berger, 
Brooklyn, N. Y. Surg. Gynec. & Obst., 80:75-84, Jan. 1945. (Sixty-six cases 
of double and 6 patients with 3 cancers of the large intestines were collected 
from the literature since 1932. “To these are added 13 patients with 2 cancers 
and 3 patients with 3 malignant growths. Polyps were present in 25 per cent 
of the single cancer cases and in 37.5 per cent of those with muluple carci- 
nomas. In 67 per cent of the latter group, malignant degeneration had taken 
place. The frequency of multiple cancers in the present series was 4.6 per 
cent. There were 1] cases in men and 5 in women.) 

Pregnancy Associated with Carcinoma of the Large Intestine. Edward A. 
Banner, Arthur B. Hunt and Claude F. Dixon, Mayo Clinic, Rochester, Minn. 
Surg. Gynec. & Obst., 80:211-16, Feb. 1945. (Sixty-two cases were collected 
from the literature. The maternal mortality was 63 per cent in the 41 cases in 
which the maternal outcome was known. The gross fetal mortality was 50 
per cent in cases in which surgical treatment was employed. Seven additional 
cases are presented and in these both the maternal and fetal mortality was 
14.3 per cent. An attempt is made to outline rational methods of therapy. 
Delivery through the pelvis is relatively easy following removal of the lower 
part of the sigmoid colon and rectum.) 

Villous Tumors of the Rectum (Tumeurs villeuses du rectum). Florian Trempe, 
Hopital du Saint-Sacrement, Quebec, Canada. Laval méd., 10:50-56, Jan. 
1945. (Reports 3 cases of villous tumor of rectum. One showed no signs of 
malignancy and was successfully removed, with no recurrence. In the second 
case, the tumor was considered to be benign, but a recurrence was definitely 
malignant; amputation of the rectum was done (abdomino-perineal opera- 
tion). The third case was definitely malignant when the patient was first 
seen and the radical operation was done.) 

Multiple Adenomata Undergoing Malignant Changes in Mother and Son. F. 
H. Murray, Woman’s Medical College of Philadelphia, Pa. Clinics, 3:1035- 
38, Dec. 1944. (Reports 2 cases of multiple adenomata involving the entire 
large bowel. ‘The patients were mother and son. The x-ray findings and the 
sigmoidoscopic appearance were closely similar in the 2 cases. Biopsy showed 
malignancy in both adenocarcinoma—grade I. Permanent ileostomy, total 
colectomy and rectal resection were done in both cases.) 


Colectomy for Polyposis of the Colon. Clarence C. Hickman, Lincoln, Neb. 
Clinics, 3:1066-71, Dec. 1944. (Reports a case of polyposis of the colon, in 
which a one-stage ileosigmoidostomy and colectomy were done. This patient 
was one of a family of 11 children, 5 of whom have been operated on; in 2 ot 
these cases the polyps had undergone malignant degeneration when the patient 
was first seen. In a one-stage ileosigmoidostomy and colectomy, before the 
abdomen is closed the author has found an important part of the technic to 
be the insertion of a colon tube through the rectum and through the entire 
anastomosis under the guidance of the surgeon's hand. This prevents abdom- 
inal distention due to paralytic ileus.) 

Inflammatory Lesions of the Colon. Surgical Aspect. ‘Thomas E. Jones, Cleve- 
land Clinic, Cleveland, Ohio. J.A.M.A., 126:1013-16, Dec. 16, 1944. (A discus- 
sion of the more distressing ‘types of colonic inflammation such as chronic ulcer- 
ative colitis, acute and chronic diverticulitis. In chronic ulcerative colitis there 
is no specific treatment. In early cases the opinions as to the advisability of 
surgical therapy are divided, likewise in the acute fulminating variety if not 
complicated by hemorrhage. Surgery is definitely indicated for the chronic 
intractable variety and consists of ileostomy with or without colectomy. If 
symptoms persist after ileostomy, colectomy should be done in 2 or 3 stages 
(mortality rate 10 to 12 per cent). The optimum time for colectomy is 3 
months after ileostomy. In cases in which the process is limited to one seg: 





rger, 
-ases 
cted 
cers 
cent 
arci- 
aken 

per 


| A. 
inn. 
‘cted 
es in 
s 50 
onal 
was 
‘apy. 
ower 


mpe, 
Jan. 
1s ol 
cond 
itely 
pera- 

first 


ee 
1035- 
ntire 
1 the 
ywed 
total 


Neb. 
n, in 
tient 
2 ol 
tient 

the 
ic to 
ntire 
dom- 


ileve- 
iscus- 
ilcer- 
there 
ty of 
{ not 
ron 
> 
tages 
is 3 


> seg: 








QUARTERLY REVIEW OF SURGERY 


ment of the colon (about 5 per cent), resection is advised, using the same 
technic as for malignant disease. Results have been satisfactory. Treatment 
in the first and second stages of diverticulitis is medical, until complications 
arise. Surgical treatment will be required to relieve obstruction. A colostomy 
will take care of the emergency. In the third stage, diverticulitis with per- 
foration, in acute fulminant cases, incision and drainage are indicated. If an 
abscess forms and perforates into the rectum medical treatment is indicated. 
If perforation occurs into the bladder, a colostomy is done, and if into the 
mesentery may be incised extraperitoneally. If there has been no colostomy, 
a fistula need not be closed for a long time, but if colostomy has been done, 
the segment of bowel with the fistula should be resected before the colostomy 
is closed.) 


Herniation of the Rectum with Intrasphincteric Repair. Victor K. Allen, Tulsa, 
Okla. © Clinics, 3:1014-22, Dec. 1944. (Protrusion of the lower bowel through 
the anus has been commonly called prolapse, but several investigators have 
shown that this condition is really a hernia, with which opinion the author 
agrees. Various methods of operation have been employed. The author 
prefers the method described by Channing W. Barrett—an intrasphincteric 
hernioplasty; and gives a description of the technic. Two cases are reported 
in which this method was used with good results.) 

Carcinoid of the Rectum. David N. Yaker, Los Angeles, Calif. Clinics, 3:1055- 
58, Dec. 1944. (Reports a case in which a small sessile nodule was excised 
from the anterior wall of the rectum. The initial pathological diagnosis was 
poorly differentiated adenocarcinoma of the rectum. Because of this diagnosis, 
radium treatment was instituted; a radical operation was contemplated, if 
there was any sign of local recurrence. Re-examination of the specimen led 
to a final diagnosis of carcinoid of the rectum. The patient has been exam- 
ined regularly (since July 1942) and shows no sign of recurrence. The author 
notes the rarity of carcinoid of the rectum; it is apt to be overlooked unless - 
the possibility of this lesion is kept in mind.) 


Prolapsing Tumors of the Rectum and Sigmoid. H. W. Christianson, Minne- 
apolis, Minn. Clinics, 3:1023-34, Dec. 1944. (In a series of 3,600 sigmoid- 
oscopic examinations, the author has found 8 cases of prolapsing tumor of the 
rectum or sigmoid. These are of two types. In one type the tumor is “beyond 
the reach” of the sigmoidoscope, becoming visible only when invagination of 
the colon occurs. In the other type the tumor is attached to the rectum or 
distal sigmoid and is easily found with the sigmoidoscope. Both types may 
protrude through the anus. In the author's series the tumors were removed 
either by fulguration or by transfixing and encircling the pedicle with a 
suture. Fulguration is preferred for those attached high in the bowel and 
having a long pedicle. In 3 of the author's cases the polyp showed changes 
suggestive of malignancy. Patients should be kept under observation after 
removal of intestinal polyps. Four illustrative cases, in all of which the tumor 
protruded through the anus, are reported.) 


The Present Status of the Surgical Treatment of Cancer of the Rectum and 
Pelvic Colon. Harry E. Bacon, Orville C. Gass and William D. Todhunter, 
Temple, Univ. Medical School and Hospital, Philadelphia, Pa. Clinics, 
3:982-96, Dec. 1944. (In 256 cases of carcinoma of the anus, rectum and pelvic 
colon reported, resection was done in 208 cases. In 145 cases in which the 
Babcock abdominoperineal proctosigmoidectomy was done, the operative 
mortality was 5.5 per cent; this was in an unselected group of cases. In the last 
49 resections, there was | death. As all these 145 operations have been done 
in a period of 31% years, the end-results cannot be evaluated. The technic of 
the preservation of the sphincter muscle, and other details of the operation 
are described.) 
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A Case of Intramural Abscess of the Colon. Francis E. Stock. Brit. |. Surg., 
32:325, Oct. 1944. (It is suggested that this case may represent an early 
stage of regional ileitis, although the disease was not present in the terminal 

. ileum.) 

Traumatic Perforation of the Colon as Seen in a General Hospital. Bentley P. 
Colcock (Major, M.C., U.S.A.). Surgery, 17:1-10, Jan. 1945. (The mortality 
rate of this type of injury has fallen from 50 to 75 per cent in World War I, 
to 33 per cent in World War II. Suggestions for treatment are based on 
experience with the Mikulicz procedure in treatment of carcinoma of the 
colon in civilian life, modified by the experience gained from the study and 
care of 23 patients with traumatic perforation of the colon, who had been 
evacuated to North Africa from the Italian theater of operations. The stages 
of the operation are illustrated by schematic drawings.) 

Carcinoma and Lymphosarcoma of the Colon; A Case of Lymphosatcoma of 
the Descending Colon. Benjamin T. Tilton, New York, N. Y. Am. J. Surg., 
66: 300-308, Dec. 1944. (A general discussion of the incidence, symptoms and 
treatment of carcinoma of the colon. Lymphosarcoma of the colon is rare, 
and the diagnosis rarely made before operation; lymphosarcoma should be 
thought of in non-typical cases of carcinoma of the colon. In recent years the 
prognosis of carcinoma of the colon has improved. In this case reported, the 
patient was a woman 73 years of age, the first symptoms noted were anemia 
and loss of weight; diagnosis was made by biopsy at exploratory operation. 
A colostomy was done, as the tumor was inoperable; the patient showed 
definite improvement. She died 2 years after operation from acute pneu- 
monia.) 

Diverticulitis of the Distal Colon. Harold G. Reineke. Ohio State M. J., 
40:939-41, Oct. 1944. 


Inflammatory Lesions of the Colon: Surgical Aspect. “Thomas E. Jones, Cleve- 
land, O. J.A.M.A. 126:1013-16, Dec. 16, 1944. (A discussion of chronic ulcer- 
ative colitis and acute and chronic diverticulitis and their complications, to- 
gether with surgical procedures advised.) 

Diverticulitis and Diverticulosis. Norman P. Henderson, St. Mark’s Hospital 
(for Bowel), London. Brit. J. Radiol., 17:197-203, July 1944. (A discussion 
of the differential diagnosis, etiology and pathology and classification into 
various stages on the basis of x-ray findings. The 5 stages of diverticulosis are 
illustrated in a composite colored diagrammatic scheme. This classification is 
offered as an aid to the clinician for prognosis and in judging the prospects of 
success in treatment.) 

Secondary Postoperative Megacolon after Multiple Resection of the Large In- 
testine. Abraham O. Wilensky, New York, N. Y. J. M. Soc. New Jersey, 
41:351-52, Sept. 1944. (Case report.) 

Sigmoid Diverticulosis (Diverticulosis sigmoidea). Enrique Bazterrica and 
Jaime Kantt. Rev. med.-quir., pat. fem., 23:88-92, March 1944. (Case report.) 

Cancer of the Descending Colon; Occlusive Resection. ‘Tachygraphic Version 
(Cancer de colon descendente; reseccién oclusiva: Versi6n taquigrafica). 
Ricardo Finochietto. Hospital Rawson, Miércoles. Prensa méd. argent., 31: 
675-80, April 12, 1944. (Case report.) 

Surgical Treatment with Recovery in a Case of Perineo-Abdominal Shotgun 
Wounds from Close Range with Multiple Injuries to Viscera. B. Marden 
Black. Surg. Clin. of N. Amer., Mayo Clinic Number, 952-8, 1944. (Report of 
a patient suffering from a_ perineo-abdominal shotgun wound produced at 
close range, with extensive damage to viscera, and final recovery.) 

Submucosal Nodules of the Rectum. Raymond J. Jackman and Louis A. Buie. 

Surg. Clin. of N. Amer., Mayo Clinic Number, 903-9, 1944. (Report dealing 
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with small submucosal rectal nodules with the overlying mucosa appearing 
normal on proctoscopic examination.) 


33. Intestinal Obstruction 


REFERENCES ‘TO CURRENT: ARTICLES 

Acute Intussusception Due to Inverted Meckel’s Diverticulum. James C. Gillies. 
Brit. J. Surg., 32:328-9, Oct. 1944. (Recovery followed resection. Certain 
prodromal symptoms were attributed to the preliminary inversion of the diver- 
ticulum.) 

Cecocolic Intussusception in the Adult; Case Report. Edmund J. Croce (Capt., 
M.C., A.U.S.) and Thomas B. Wiper (Major, M.C., A.U.S.). Am. J. Surg., 
66:389-92, Dec. 1944. (In the case reported, the patient was a man 26 years 
of age. Symptoms and x-ray findings prior to operation indicated a partial 
obstruction of the large intestine. At operation a cecocolic intussusception 
was found to have caused the partial obstruction. Repeated intussusception 
had evidently occurred; a wide mesentery was a predisposing factor. The pro- 
cedures used to prevent recurrence of the intussusception are described.) 

Acute Gangrene of the Cecum: Report of ‘Two Cases. Oliver C. Cox, Washing- 
ton, D. C. M. Ann. District of Columbia, 13:332,362, Sept. 1944. (Two 
patients who had been taking strong cathartics because of constipation were 
found at operation to have gangrene of the cecum and each had carcinoma 
of the hepatic flexure causing obstruction which pocketed the drugs.) 

Intestinal Occlusion in a Case of ““Mesenterium Comunis” (Oclusion intestinal 
en un caso de “mesenterium comunis”’). R. Alberto Pérez, Santa Fé. Rev. 
med.-quir. pat. fem., 23:41-51, March 1944. (Report of a case of mesenterium 
comunis discovered at operation for intestinal occlusion for volvulus of a 
small loop which had previously slipped through an opening in the greater 
omentum. Normal conditions were restored in the small intestine following 
reduction of the volvulus.) 


34. Anus 


REFERENCES TO CURRENT ARTICLES 

The Plastic Use of Skin in Simple Anal Stricture; Reconstruction of Anal Lin- 
ing; Pilonidal Disease. Edward G. Martin, Wayne Univ. College of Medicine, 
Detroit, Mich. Clinics, 3:1011-13, Dec. 1944. (Describes the use of a skin 
flap after removal of hemorrhoids, in the treatment of anal stricture, and in 
the treatment of pilonidal disease.) 

The Problems Concerned in Decreasing Pain in Anorectal Surgery with Special 
Reference to Prolonged Anesthesia with Ethyl Alcohol. Marion C. Pruitt, 
Atlanta, Ga. Clinics, 3:1003-10, Dec. 1944. (Discusses certain precautions 
to be observed in the examination of and operation on the anus in order to 
avoid pain. The anal canal, including the perianal region is the most sen- 
sitive area of the body, next to the eye. For the last 4 years, the author has 
employed injections of 20 per cent ethyl alcohol in water to obtain prolonged 
anesthesia in anorectal surgery. The solution is injected into the external 
sphincter muscles just outside the anal margin; from 7 to 9 punctures are made 
to “surround” the anus, and about 4 to 5 minims injected in each. This is 
done at the beginning of the operation in combination with general anesthesia. 
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As there may be relaxation of the sphincter muscles associated with the pro 
longed anesthesia induced by alcohol, this method should not be used for 
patients with markedly relaxed sphincter muscles.) 


35. Liver and Biliary Tract 
REFERENCES TO CURRENT ARTICLES 

The Use of Theophylline Ethylenediamine (Aminophylline) for the Relief of 
Biliary Colic: A Preliminary Report. Arthur Gladstone and Louis Goodman, 
University of Vermont College of Medicine, Burlington, Vt. J.A.M.A., 126: 
1084-85, Dec. 23, 1944. (Intravenous injection of 0.25 to 0.5 Gm. of theo- 
phylline ethylenediamine has given satisfactory and often complete relief of 
pain in acute biliary colic; this treatment may succeed when other measures 
fail. Five illustrative cases are reported. Theophylline may also prove useful 
in obtaining small specimens of bile by duodenal intubation when other agents 
fail.) 

The Preponderance of Gallstones in Women: An Etiological Study. H. E. Rob- 
ertson, Mayo Clinic, Rochester, Minn. Surg. Gynec. & Oba, a to 
Abstract of Surgery, 80:1-23, Jan. 1945. (Serious changes occur in the absorp- 
tive and secretory functions of the gallbladder owing to neurogenic hormonally 
controlled disturbances of the central and vegetative nervous systems during 
the active sex life of both men and women. Such changes are more pro- 
nounced in women. Gallstones are primarily the result of functional dis- 
turbances. Further study of psychic and neurogenic disturbances producing 
gallstones is urged to afford a sound basis for prophylaxis and treatment.) 

Jaundice: Surgical Considerations._ Stanley Eiss, New York Polyclinic Medical 
School and Hospital. Am. J. Surg., 66:23-29, Jan. 1945. (Discussion of lab- 
oratory hepatic function tests of aid in diagnosis, value of preoperative ad- 
ministration of salt, water and glucose, as well as vitamin K and protein in 
the form of plasma or amino acids. Indications for surgery are described.) 

Cholecystitis: The Advantages of Operative Treatment in Definite Unmistakable 
Disease. Francis X. Timoney, St. Vincent’s Hospital, New York, N.Y. Am. 
J. Surg., 66:57-60, Jan. 1945. (Discussion of a series of 151 cases. ‘The in- 
cidence of stone in the gallbladder was 75 per cent. The total operative mor- 
tality was 4 per cent. The operative mortality for cholecystitis alone was 2.6 
per cent. Indications for operations should be more strictly limited to ensure 
success. Presence of gallstones or history of, or presence of an acute attack 
indicates surgery.) 

Gangrene and Perforation of the Gallbladder. C. A. Bachhuber, Paul H. Deeb 
and E. A. Taylor, Los Angeles, Calif. Am. J]. Surg., 66:40-7, Jan. 1945. (The 
review covers a 4-year period, 1938-1942, at the Los Angeles General Hospital. 
The incidence of gangrene and perforation in the total series of 1,699 cases 
of acute biliary disease was 6.82 per cent. The surgical mortality was .53 per 
cent and the medical mortality 2.23 per cent. The danger of gangrene and 
perforation is overstressed by the group favoring immediate surgery. Efforts 
must be made to bring the patient to surgery at an earlier age.) 

Cholecystoduodenal Fistula; Report of a Case. E. W. Minty, St. Luke’s Hos- 

pital, Duluth, Minn. Minnesota Med., 28:117-22, Feb. 1945. (Presents a 

general discussion of the symptomatology, diagnosis and treatment of cho- 

lecystoduodenal fistula. Reports a case in a woman 62 years of age with a 

history of gallbladder disease. When severe nausea and vomiting de veloped, 

intestinal obstruction was ruled out and the diagnosis cholecystoduodenal 
fistula made by means of the x-ray. At operation, the stone in the duodenum 
was passed into the stomach and removed through a gastrostomy. No evidence 
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of other stones in the biliary tract or in the fistula was found and cholecystec- 
tomy was not attempted, because of dense adhesions. The author is of the 
opinion that operation should be done early in all cases of cholelithiasis before 
complications develop.) 

Congenital Cyst of the Common Bile-Duct Containing Stones and Undergoing 
Cancerous Change. S. T. Irwin and J. E. Morison. Brit. J. Surg., 32:319-21, 
Oct. 1944. (Report of a case in a man of 30 years operated on for suspected 
appendicitis. Operation revealed a cancerous cyst of the common bile duct 
containing stones. As jaundice developed only 9 days before death, it is 
assumed that death was due to closure of the duct by growth of the neoplasm. 
The possible carcinogenic influence of bile acting on altered epithelial surface 
is mentioned, and the close chemical relationship of bile acids and methy]l- 
cholantrene, one of the most active carcinogenic agents known, is emphasized.) 


Congenital Absence of the Gall Bladder. Claude F. Dixon and A. L. Lichtman, 
Division of Surgery, Mayo Clinic, Rochester, Minn. Surgery, 17:11-21, Jan. 
1945. (Review of 50 cases reported since 1900 and 10 cases observed at the 
Clinic. Symptoms of cholecystic disease were present in 58 per cent of 60 
cases, jaundice was present in 48 per cent and 27 per cent had stones in the 
common bile duct. Symptoms were present in 73 per cent of the cases in 
patients more than 45 years of age. Prolonged drainage of the common bile 
duct with a T-tube is advocated in cases with symptoms.) 

Method of Removing T-Tubes from the Common Bile Duct. Bernard J. 
Ficarra, Kings County Hospital, Brooklyn, N. Y. Am. J. Surg., 66:387-88, Dec. 
1944. (Describes a method for removing the T-tube from the common duct, 
which is painless for the patient, and convenient for the surgeon.) 

Choice of Incision in Gall-Bladder Surgery as a Factor in Preventing Wound 
Disruption, Evisceration, and Herniation. Joseph L. Decourcy, DeCourcy 
Clinic, Cincinnati, Ohio. Surg., Gynec. & Obst., 79:606-10, Dec. 1944. (The 
choice of the incision for gallbladder surgery depends upon the “physical 
structure” of the patient. For the thin long-chested person, the author prefers 
the vertical incision; for the obese person, the transverse incision. For closing 
the vertical incision, he employs a “Blake” closure of the fascia such as is 
used in a secondary operation for incisional hernia. Tension is avoided in 
the closure of all incisions. By these measures, wound disruption, eviscera- 
tion, and herniation, after gallbladder operations have been eliminated in 
the past 2 years.) 

Pitfalls to be Avoided in Cholecystectomy. Max Michael Simon, St. Francis 
Hospital, Poughkeepsie, N. Y. Am. J. Surg., 66:367-81, Dec. 1944. (Discusses 
the various problems of cholecystectomy. It is most important for the surgeon 
to be acquainted with the possible variations and anomalies of the bile ducts 
and blood vessels; the surgical significance of such variations is demonstrated 
and discussed. ‘The author prefers cholecystectomy from the fundus down 
rather than from the cystic duct up, and gives his reasons for this preference. 
Drainage should always be employed after cholecystectomy.) 

Pain Produced by Intraspinal ‘Tumor Simulating Pain Caused by Gallbladder 
Disease. Wm. A. Black. Surg. Clin. North America, Mayo Clinic, Number 
893-902, 1944. (Presentation of a case in which the patient with a tumor of 
the spinal cord had symptoms masquerading for 314 years as those of gall- 
bladder disease.) 

Primary Hydatosis of the Biliary Tract? (Hidatosis primitiva de las vias 
biliares?) Juan Martini Herrera. Rev. med. de Chile, 72:85-87, 1944. (Case 
report suggesting the possibility of a primary hydatosis of the biliary tract in 
the absence of clinical or laboratory signs of hydatid cyst in the liver. A 
syndrome of hepatonephritis occurred during the last three attacks of hepatic 
colic. Three hydatid cysts were found in the hepatic duct.) 
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36. Pancreas 


REFERENCES TO CURRENT ARTICLES 

Acute Hemorrhagic Pancreatitis: Case Report. L. J. Gariepy, Mt. Carmel 
Mercy Hospital, Detroit, Mich. West J. Surg., 53:45-47, Feb. 1945. (Differ- 
ential diagnosis from gallstone colic and ruptured duodenal ulcer. Of 11 
patients with acute pancreatitis, 9 had gallstones. When a glove is used to 
collect bile drainage, frequent inspection is necessary to insure free drainage. 
Three patients died. Nine were operated on. No preoperative tests were 
found of any special value in acute cases. A typical fatal case is reported in 
detail, with autopsy findings.) 

Carcinoma of the Pancreas, a Study of Neoplastic Invasion of Nerves and its 
Possible Clinical Significance. John E. Drapiewski (Capt., M.C., A.U.S.). 
Am. J. Clin. Path., 14:549-56, Nov. 1944. (In a study of 83 cases of carcinoma 
of the pancreas from the necropsy files of the Mayo Clinic, the pancreatic 
nerves were found to have been involved in 84 per cent. Clinical records ol 
the 83 cases showed an incidence of pain in 76 per cent. The neural invasion 
may be one cause of pain. Jaundice had been present in 71 per cent, but it 
was found that the common bile duct was patent in 25 per cent of these 
cases of jaundice although there was a neoplastic invasion of the wall of the 
duct in most of these cases. No significant relation between metastases else- 
where or the grade of malignancy of the tumor and neural invasion” was 
found.) 

Physiologic Observations on Patients with External Pancreatic Fistula. Joseph 
M. Miller (Capt., M.C., A.U.S.) and Thomas B. Wiper (Major, M.C., A.U.S.). 
Ann. Surg., 120:852-72, Dec. 1944. (Detailed observations upon 3 patients 
with external pancreatic fistulae. ‘The sodium loss in these cases produces a 
syndrome resembling Addison's disease. Administration of sodium and water 
in the presence of sufhcient plasma protein to hold them in circulation alle- 
viates the symptoms. Ephedrine and sodium are best for diminishing secre- 
tion through the fistula. Observations of pancreatic function were made 
regarding the ion content of the pancreatic secretion, the amount of ionizable 
calcium and sufanilamide. Large amounts of ionizable calcium are normally 
returned to the gastrointestinal tract through pancreatic secretion. The use 
of sulfanilamide in the treatment of acute inflammatory disease of the pan- 
creas is suggested. Pancreatic secretion is stimulated by histamine intramus- 
cularly, or intravenous saline or 5 per cent glucose in physiological saline.) 
Radical Pancreatoduodenal Resection for Adenocarcinoma of the Head of the 
Pancreas. William H. Erb. S. Clin. North America, 1370-76, Dec. 1944. (A 
successful radical pancreatoduodenal resection is reported. Permanent cure of 
carcinoma of the head of the pancreas follows successful resection only rarely, 
but life expectancy can be increased, as in this case, in spite of the fact that 
the tumor was at the very edge of the resected tissue.) 

Cystic Fibrosis of the Pancreas. Richard E. Wolf, and Ralph Johansmann. 
Ohio State M. J., 40:844-46, Sept. 1944. (A case of cystic fibrosis of the pan- 
creas is described in a boy of 31% years who had presented a celiac syndrome 
since 3 months of age. He had suffered from respiratory infection and also 
had tuberculosis. ‘Treatment was unsatisfactory and autopsy revealed cystic 
fibrosis of the pancreas. ‘The treatment recommended for this condition ts 
the Anderson celiac diet with 20 to 40 per cent more than estimated caloric 
requirements, modified by the use of a high protein diet mixed with pan- 
creatin. Even with the best care there remains a definite deficiency of caloric 
intake, fat and vitamin A.) . 


Calcification of the Pancreas; Case Report. Charles M. Graney and Robert H. 
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Reddick, St. Jerome and Batavia Hospitals, Batavia, N- Y. Am. J. Surg., 
65:271-75, Aug. 1944. (Report of a case in which several stones were removed 
at operation, but other calcifications remained; the patient’s symptoms were 
almost entirely relieved after operation; he is still under observation.) 

Hypoglycemia and Abdominal Pain. Merle J. Brown (M.C., U.S.A.). Am. J. 
Surg., 64:276-81, May 1944. (The author reaches the conclusion that patients 
having recurrent abdominal pain in the absence of acute lesions of the ab- 
domen should be studied for hypoglycemia as a cause of the pain.) 

Surgical Relief of the Hypoglycemic State Probably Due to Organic Hy 
insulism. George E. Pfeiffer and Lester H. Eisendorf, Veterans’ Hospital, 
Portland, Oreg. Am. J. Surg., 65:79-87, July 1944. (Report of a case in 
which subtotal pancreatectomy relieved the hypoglycemic state, although no 
adenoma was found and the pancreatic tissue appeared “relatively normal.” 
Discussion of diagnosis and surgical technic in such cases.) 


37. Spleen 


REFERENCES TO CURRENT ARTICLES 

Portal Vein Thrombosis Following Removal of Ruptured Spleen. John A. Gius, 
John D. McGovern and W. R. McMurray, Jr., University of Oregon Medical 
School, Portland, Oreg. Ann. Surg., 121: 100-10, Jan. 1945. (Detailed case 
report. Acute cholecystitis was precipitated by portal thrombosis causing 
vascular changes in the gallbladder. Death was caused by uncontrollable 
hemorrhage and shock during cholecystectomy. It is suggested that this type 
of thrombosis may be a frequently unrecognized complication following sple- 
nectomy. Indicative symptoms and preventive measures are described.) 


Roentgenologic Examination of the Abdomen as an Aid in the Early Diagnosis 
of Splenic Injury. James F. O'Neill and J. P. Rousseau, Winston-Salem, N. C. 
Ann. Surg., 121:111-19, Jan. 1945. (Description of 3 cases of splenic injury 
in which the roentgenologic findings described by Solis-Cohen and Levine 
aided in early diagnosis. ‘hey described obliteration of the splenic shadow, 
and a dilated stomach, with a serrated greater curvature. Further studies of 
x-ray findings in cases of splenic injury are urged.) 

Spontaneous Rupture of an Apparently Normal Spleen. Lionel - Jones, 
Burntwood Emergency Hospital, London, England. Brit. M. J., 2:561-62, 
Oct. 26, 1944. (Reports a case of spontaneous rupture of the spleen, in which 
splenectomy was done. ‘The spleen was normal in size and consistency, but 
showed hemorrhages [probably one hemorrhage “burrowing” into the splenic 
substance], and degenerative changes in the splenic vessels. A review of the 
literature shows 7 other cases. “The author considers that intrasplenic hem- 
orrhage is the cause of the rupture, but that no common cause of the hem- 
orrhage will be found to explain all cases.) 


Banti’s Syndrome Apparently Due to Infection with Schistosoma Mansoni. 
Thomas P. Almy and J. G. Mason Harper, New York, N. Y.  J.A.M.A., 
126:703-705, Nov. 11, 1944. (Report of a case of Banti’s syndrome due to 
schistomiasis mansoni, in which the infection was acquired 25 years before 
onset of symptoms. Results were undetermined from treatment with fuadin.) 

Extroversion of the Spleen. R. A. Burn. Lancet, 2:591, Sept. 16, 1944. (Re- 
ports a case of injury from a bomb, in which the spleen protruded through 
a loin wound extending “rather high up posteriorly.” The spleen was cov- 
ered with large gauzé pads soaked in saline and “masses” of cotton wool; the 
patient was treated for shock and evacuated to a Casualty Clearing Station. 
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There the spleen was found to be protruding through the chest wall via a 
hole in the diaphragm. Splenectomy was done, and the patient made a good 
recovery. The author has since heard of a similar case in the same area of 
the Burma front.) 


Spontaneous Splenic Rupture in Infectious Mononucleosis: A Case and Path- 
ologic Report. Ward oa William C. Black, Charles Smith and Frederick 
A. Good. Am. J. M. Sc., 208:381-84, Sept. hy (Spontaneous rupture of 
the spleen should be fron Annet when signs of a very acute intra-abdominal 
complication suddenly occur during acute infectious mononucleosis.) 


The Syndrome of Rib Fracture Followed by Delayed Rupture of the Spleen. 
John D. Koucky (Lt. Col., M.C., A.U.S.), and R. E. Van Demark (Capt., 
M.C., A.U.S.), Santa Fe, N.M. Rocky Mountain M. J., 41:732-34, Oct. 1944. 
(Case report.) 

Abdominal ‘Trauma with Rupture of Spleen and Kidney: Report of a Case. 
D. C. Peters, Richwood, W. Va. South. M. J., 37:617- 18, Nov. 1944. (The 
spleen and left kidney were ruptured in a driver of a truck that plunged over 
an embankment. Splenectomy and nephrectomy were followed by treat- 
ment of the area with sterile sulfanilamide powder grams 5, continuous 
glucose, administration of adrenal cortex 3 cc. every 4 hours for 6 doses and 
3,750 cc. of citrated blood in a number of transfusions. Recovery occurred 
within a month.) 


38. Genitourinary Surgery 


REFERENCES TO CURRENT ARTICLES 

The effects of Biochemical ‘Vherapeusis in Carcinoma of the Prostate: Furthet 
Observations. William P. Herbst, Gallinger Hospital, Washington, D. C. 
J.A.M.A., 127:57-59, Jan. 13, 1945. (Report of 16 cases treated with diethyl- 
stilbestrol. Chemical treatment should comprise removal of secreting tissues 
of the testicles, introduction of chemical substances orally, by hypodermic in- 
jection or by pellet implantation, a combination of the 2 9 preceding methods, 
nutritional measures and administration of vitamins. The diet should be a 
high-caloric, high-vitamin, low-cholesterol type. “The most prolonged satis- 
factory control is obtained by castration plus the described chemical treat. 
ment.) 

The Treatment of Skeletal Metastases Secondary to Carcinoma of the Prostate. 
Roy I. Peck, University of Pennsylvania Medical School, Philadelphia, Pa. 
J.A.M.A., 127:17-19, Jan. 6, 1945. (Increase in the serum acid phosphatase 
level indicates metastases. Carcinoma of the prostate with metastases is the 
only condition exhibiting this level. Any man over 50 with low back pain 
should have a rectal examination as well as routine orthopedic examination. 
X-ray films of the spine and pelvis plus alkaline and acid phosphatase deter- 
minations will aid in diagnosis of suspected cases. Orchiectomy or treatment 
with estrogens will not cure the patient but will relieve pain for | or more 
years.) 

Malignant Renal Neoplasms: A Clinical and Pathological Study. Benjamin S. 

Abeshouse and ‘Tobias Weinberg. From the Departments of Urology and 

Pathology, Sinai Hospital, Baltimore, Md. Arch. Surg., 50:46-55, Jan. 1945. 

(Collected data on 63 consecutive renal neoplasms, of which 53 were con- 

firmed by operation and 10 by necropsy. Correct predperative diagnosis based 

on pyelographic findings was made in 42 cases. There were 4 deaths in 55 
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cases treated by nephrectomy. Early diagnosis increases the chance of cure. 
Best results of nephrectomy were obtained in Grawitz tumors, and the poorest 
following operations for pelvic neoplasms. In the former a 3-year cure was 
obtained in 32 per cent, a 5-year cure in 35 per cent, a 10-year cure in 20 per 
cent and a 15-year cure in 5 per cent.) 


The Effect of Penicillin in Carbuncle of the Kidney: A Case Report. Robert 
W. McAllister and Vincent J. O’Conor, Wesley Memorial Hospital, Chicago, 
Ill. §S. Clin. North America, 210-18, Feb. 1945. (In this case treatment with 
penicillin of a carbuncle of the kidney was followed by rupture into the renal 
pelvis with a subsequent pyonephrosis and nephrectomy. ‘The penicillin im- 
proved the patient's condition to a better surgical risk and possibly prevented 
development of other staphylococcic deposits elsewhere.) 


Breast Changes Due to Diethylstilbestrol During Treatment of Cancer of the 
Prostate Gland. Gordon F. Moore, Carl A. Wattenberg and D. K. Rose, 
Washington University School of Medicine and Barnes Hospital, St. Louis, 
Mo. J.A.M.A., 127:60-62, Jan. 13, 1945. (Description of changes noted in 
sections from an adult male’s breast taken at biopsy before and periodically 
during administration of estrogens. The breast became enlarged with pro- 
liferation of the duct epithelium, with considerable edema and increased vas- 
cularity in the connective tissue. Breast pains may be severe. No patient was 
found to benefit more from orchiectomy than from diethylstilbestrol.) 


Bilateral Orchiectomy for Carcinoma of the Prostate Gland. Clinical Experi- 
ence. John L. Emmett and Laurence F. Greene, Mayo Clinic, Rochester, 
Minn. J.A.M.A., 127:63-67, Jan. 13, 1945. (This report deals with 220 patients 
with a clinical diagnosis of carcinoma of the prostate who underwent bilateral 
orchiectomy at the clinic from 1941 to 1943. Follow-up information was ob- 
tained in 215 cases. ‘Transurethral resection was performed in addition to 
orchiectomy in 158 cases. 163 patients showed metastases. ‘The serum acid 
and alkaline phosphatase levels suggest that the importance of the alkaline 
phosphatase level has been minimized and that it probably carries more diag- 
nostic weight than usually believed. Orchiectomy yields more rapid and 
dramatic results than estrogen therapy. In several cases orchiectomy gave 
relief when estrogen failed, and vice versa. Bilateral orchiectomy is especially 
efhcacious when the metastatic growths have given rise to symptoms. The 
period of relief varies from months to years. Permanent relief is doubtful. 
The majority show recurrence within a year.) 


Androgen Control Therapy in 130 Cases of Carcinoma of the Prostate. Charles 
C. Herger and Hans R. Sauer, New York State Institute for the Study of 
Malignant Diseases, Buffalo, N. Y. Surg. Gynec. & Obst., 80:128-38, Feb. 1945. 
(Seventeen cases showed both clinical improvement and apparent regression 
or arrest of the disease. Clinical improvement in spite of progressing disease 
was found in 20 patients. ‘The number of patients showing sustained im- 
provement following androgen control therapy decreases steadily as time 
progresses, especially in patients with metastatic lesions. This treatment re- 
mains a palliative measure. The dosage of stilbestrol with associated orchiec- 
tomy are discussed.) 

Experience with Orchiectomy for Carcinoma of the Prostate. H. C. Bumpus, 
Jr., Ben. D. Massey and Earl F. Nation, Pasadena, Calif. J.A:M.A., 127:67-68, 
Jan. 13, 1945. (The results of orchiectomy in 25 cases confirm the impression 
that temporary relief accrues to most patients. Forty per cent of the cases 
followed up showed recurrence and it is anticipated that all will eventually 
relapse. It seems possible that the methods of orchiectomy and estrogen 
therapy should be delayed until symptoms of advanced malignancy are present 
and then be used separately and in succession rather than in conjunction.) 
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Surgical Removal of Cancer of the Prostate Gland: The Radical Operation. 
J. A. Campbell Colston, Johns Hopkins Hospital, Baltimore, Md. J.A.M.A., 
127:69-74, Jan. 13, 1945. (It is stressed that in its earliest stages-this disease is 
amenable to complete surgical eradication. ‘The criteria for cases suitable 
for the radical operation are presented. In 20 per cent of patients admitted 
to the hospital for cancer, the radical operation can be performed with a rea- 
sonable prospect of cure. Since 1904, 87 operations have been performed with 
a five-year survival rate of 50 per cent for patients who left the hospital. Early 
diagnosis is the best chance for cure.) 


Advanced Cancer of the Prostate; a Consideration of the Value of Radical Pros- 





tatectomy in Selected Cases. A. Laurence Parlow, Univ. of Rochester, School 
of Medicine and Dentistry, Rochester, N. Y. New York State J. Med., 
45:383-85, Feb. 15, 1945. (In 75 cases of advanced cancer of the prostate 
treated by orchiectomy, 57 patients showed immediate clinical improvement, 
but 43 of these showed recurrence of symptoms in 8 to 30 months. In 36 of 
these patients, there was complete clinical regression of the carcinoma, but 
only 14 of these remained symptom-free after 12 to 29 months. On the basis 
of these findings, the author suggests that a radical perineal prostatectomy may 
be done when a complete regression of carcinoma of the prostate has been 
obtained by orchiectomy and estrogen therapy.) 


Prostatic Obstruction and Some of Its Common Complications. Edgar Burns, 
Tulane Univ. School of Medicine, New Orleans, La. New Orleans M. & S. J., 
97:243-47, Dec. 1944. (In the author’s service at Tulane University, transure- 
thral resection has been used with increasing frequency since 1932, and is now 
considered the operation of choice in benign prostatic hypertrophy, except 
when the prostate is very large. Patients with cardiovascular disease or poor 
renal function must be prepared for operation by rest and catheter drainage. 
If there is acute bladder, prostatic or renal infection, drainage is also indi- 
cated with the use of urinary antiseptics.) 


Renal a Simulating Gastrointestinal Disease. Samuel Lubash, Beth Israel 
Hospital, New York, N. Y. New York State J. Med., 45:45-51, Jan. 1, 1945. 
(In a series of 33 cases of renal tumor, 22, or 65 per cent, were hyper- 
nephromas; in 10 of these only gastrointestinal symptoms were present; 12 
showed hematuria as the first symptom. Of 3 cases of renal carcinoma, none 
showed definite urologic syenpecens: | was operated on for a suspected ovarian 
cyst or pedunculated fibroid, 2 for suspected malignancy of the intestinal tract, 
the renal carcinoma was found at operation. In 6 cases of tumor of the 
renal pelvis, the symptoms were definitely urological, primarily hematuria, 
with no reflex gastrointestinal symptoms.) 


The Management of the Patient with Prostatic Urinary Obstruction, Clarence 
G. Bandler and Philip R. Roen, New York Post-Graduate Medical School 
and Hospital, Columbia Univ., New York, N. Y. New York State J. Med., 
45:174-78, Jan. 15, 1945. (In the preoperative treatment of the prostatic 
patient, a complete evaluation of the general condition of the patient is 
necessary with special attention to cardiac, pulmonary and renal status. In 
patients with impairment of renal function and chronic urinary obstruction, 
the authors have found suprapubic trocar cystotomy of special value for pre- 
operative drajnage. In the treatment of benign prostatic hypertrophy trans- 
urethral resection is used in 80 per cent of the authors’ cases.) 


Malignant oh Cured by Nephrectomy; a Follow-up Report of the 
Case of a Child. R. J. Kennedy, N. W. Barker and W. Walters, Mayo 
Clinic, Rochester, Ming. Proc. Staff Med., Mayo Clin., 19:569-70, Dec. 13, 
1944. (In the case reported nephrectomy was done when the child was 7 
years of age, because of atrophic pyelonephritis and associated malignant 
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hypertension with extensive retinitis. “The blood pressure fell to normal and 
retinal changes began to recede by the 10th day after nephrectomy. A follow- 
up study when the patient was 12 years of age, 5 years after operation, shows 
normal blood pressure and marked recession of retinal changes.) 


A Review of Urologic Surgery. Albert J. Scholl, Los Angeles, Calif.; Frank 
Hinman, San oe Calif.; Alexander von Lichtenberg, Mexico City, 
Mexico; Alexander B. Hepler, Seattle, Wash.; Robert Gutierrez, New York, 
N. Y.; Gershom J. Thompson (Comdr. M.C., U.S.N.R.); Edward N. Cook, 
Rochester, Minn.; Egon Wildbolz, Berne, Switzerland, and Vincent J. 
O’Conor, Chicago, Ill. Arch. Surg., 49:337-47; 415-30, Nov. and Dec. 1944. 
(A review of recent literature (1943 and 1944) on urologic surgery. The 
first part of this review (Nov. 1944) deals with surgery of the kidney. The 
second part of the review (Dec. 1944) deals with surgery of ureter and bladder, 
prostate gland, testes and other portions of the male genitalia, and the urethra; 
the Miillerian ducts; patent urachus; chemotherapy in urology; treatment of 
gonorrhea and relation of pathological lesjons in the urinary tract to hyper- 
tension.) 


Plasma Acid Phosphatase in Carcinoma of the Prostate and the Effect of ‘Treat- 
ment with Stilbestrol. Jean Watkinson, G. E. Delory, E. J. King and A. 
Haddon. Biochem J. 38: Supp. p. IV. (In a majority of cases there was a 
high level of acid phosphatase which returned to normal on treatment with 
stilbestrol.) 


Testicular Deficiency Following Varicocelectomy: Clinical Application of ‘Tes- 
tosterone Pellets. Leo E. Grajewski, Department of Urology, Alexander Blain 
Hospital, Detroit, Mich. M. Rec., 157:612, Oct. 1944. (A case of male 
climacteric following bilateral varicocelectomy with atrophy of the scrotum 
and testes is reported. ‘“Festosterone propionate was administered over a 
period of 4 months, 25 mg. every other day, resulting in striking improveme nt 
in health and libido. Then 300 mg. of testosterone were implanted in the 
form of pellets subcutaneously below the angle of the scapula, with further 
improvement. Following sulfa treatment of intercurrent gonorrhea, a second 
implantation again brought further improvement.) 


Renal Hydrocele: Subcapsular Renal Extravasation. Louis H. Baretz, Brooklyn, 
N. Y. (Reports a case of renal hydrocele occurring in the latter part of preg- 
nancy. Cases reported in literature are reviewed. The condition is found to 
be due to trauma in cases with pre-existent hydronephrosis or hydrocalyx 
Prompt operation with drainage may preserve the kidney. If nephrectomy is 
indicated, it should be done in two stages.) 


Unusual ‘Tumors and Secondary Carcinomas of the Penis; Review of the Lit- 
erature and Report of a Case. Carl A. Wattenberg, Washington Univ. School 
of Medicine, Barnes Hospital, St. Louis, Mo. J. Urol., 52:169-75, Aug. 1944. 
(Tabulates reported cases of fibrosarcoma, melanosarcoma and endothelioma 
of the penis, all of which are rare. Reviews 19 cases of secondary carcinoma 
of the penis (corpora cervernosa), only 4 of which were secondary to carcinoma 
of the bladder. Reports a case of secondary carcinoma of the penis, pri- 
mary in the bladder, the fifth case of this type reported. The prognosis of 
such secondary carcinomas of the penis is “unfavorable.’’) 


An application of Staging in the Removal of Difficult Wilms’ Tumors. Everett 
D. Sugarbaker, Surgical Service, Ellis Fischel State Cancer Hospital, Colum- 
bia, Mo. Ann. Surg., 120:901-10, Dec. 1944. (Preoperative x-ray therapy is 
harmfut because it delays nephrectomy. Local postoperative irradiation is in 
order if specifically indicated. A case with a staged operation is described.) 


A Large Vesical Calculus Passed per (Female) Urethram. McNeill Love. Brit. 
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J. Surg., 32:323-24, Oct. 1944. (This stone measured 53g in: maximum cir- 
cumference; 454 in. minimum circumference; 134 in. maximum diameter and 
15g in. minimum diameter. Passage of the stone caused only temporary dis- 
ability. “he stone was a primary oxalate calculus. With the aid of morphia, 
atropine and a hot bath, the stone was passed naturally.) 


Treatment of Wounds of the Bladder and Urethra. Lloyd G. Lewis (Lt. Col., 
M.C., A.U.S.), Urological Section, Walter Reed General Hospital, Washing- 
ton, D. C. S. Clin. North America, 1402-29, Dec. 1944. (Emergency treat- 
ment for wounds of the bladder and urethra includes drainage, diversion ot 
the urine, hemostasis and repair of the defect. The perineal approach to the 
membranous urethra is described. Illustrative cases of complicated wounds 
of the bladder and ureter, membranous urethra and anterior urethra are 
described.) 

Malignant Transformation in a Previously Benign Tubular Adenoma of the 
Kidney. William Buckley. Brit. J. Surg., 32:315-19, Oct. 1944. (Report of 
a case of tubular adenoma of the kidney with malignant -transformation, and 
discussion of the structure of benign papillary adenoma, benign cystic ade- 
noma and papillary adenocarcinoma, suggesting a continuous series from 
benign tumors up to highly cellular malignant growths. The origin of the 
growths, whether from the convoluted tubules of the adult kidney or from 
congenital abnormalities, is reviewed.) 


39. Gynecologic Surgery 


THE SURGICAL TREATMENT OF PROLAPSE OF 
THE UTERUS 
RicHARD W. TreELINpr 


Johns Hopkins University Hospital, Baltimore, Md 
J-A.M.A., 127:495-502, March 3. 1945 


The author believes that these cases should not be approached 
with a fixed plan of operation. ‘The most important factors to be 
taken into consideration in the individual case are: (1) the general 
physical condition of the patient; (2) the desirability of preserving 
menstruation; (3) the desirability of preserving the childbearing func- 
tion; (4) the degree of descensus; (5) the condition of the cervix and 
corpus uteri; (6) the presence of, and degree of, cystocele; (7) the 
presence of, and degree of, rectocele or enterocele 

There is no doubt that the skill of the individual operator, in a 
particular operation, is a great factor in his results. However, enthu- 
siasm for a procedure should not overcome one’s judgment as to its 
indications. ‘The structures concerned in maintaining the uterus in 
normal position are listed, with the functions of each. Some or all of 
them are utilized in the various operations under discussion which 
are designed to restore support to the pelvic structures. ‘The author 
performs a round ligament suspension (modified Gilliam type) for 
prolapse only when forced to, in young women who insist on further 
pregnancies, realizing fully that any type of round ligament shortening 
is not the best for uterine prolapse and that eventual recurrence of 
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the descensus is probable. He often combines this with shortening 
of the uterosacral ligaments. In young women who do not insist on 
further pregnancies and who suffer from descensus associated with re- 
laxed outlet, rectocele and cystocele, the Manchester operation with 
sterilization is a quite satisfactory procedure when the descensus is 
of the first degree. For descensus of more marked degree there are 
other operations which give firmer support. In the group of rela- 
tively young women suffering from a second or third degree prolapse 
who do not desire more children, the Spalding-Richardson composite 
gperation has special value. ‘The technic of this operation is described. 
In addition to giving very satisfactory support it automatically steri- 
lizes, and thus prevents future deliveries from breaking down the 
extensive plastic work. The author definitely objects to the Watkins’ 
\ransposition operation in this group of women. 

The largest group of women who present themselves with uterine 
prolapse and vaginal relaxation do so after forty. Here again the 
Manchester operation is indicated in first degree descensus, in cases 
in which thé uterus is healthy. In cases with second or third degree 
prolapse, the Spalding-Richardson operation is preferable. ‘The latter 
is a prolonged operation and should not be done if the patient’s con- 
dition is not considered good. If not, a Watkins’ transposition opera- 
tion may be done, provided the uterus is healthy and of the proper size. 

When prolapse and its allied conditions exist with benign uterine 
disease, such as small fibroids or functional bleeding, vaginal hysterec- 
tomy is in most instances the operation of choice. However, the author 
frequently amputates the corpus and performs a Spalding-Richardson 
operation in certain of these cases which would be treated without 
lesitation in other clinics by vaginal hysterectomy. In cases with gross 
intrapelvic disease, such as large fibroids or ovarian tumors, one has 
no choice except to perform a combination of plastic operation and 
the necessary intra-abdominal surgery. In this group occasionally 
ventral fixation of the uterus or cervical stump is an excellent proce- 
dure. In elderly women with second or third degree prolapse, who are 
very poor surgical risks, but who are considered candidates for very 
limited surgery, the LeFort colpocleisis operation may be done if the 
patient has no further interest in sexual relations. Otherwise a fairly 
satisfactorily functioning vagina can be preserved by performing a 
partial colpocleisis and perineal repair as described by Goodall and 
Powers. Finally, the elderly woman who is too poor a risk to permit 
any surgery can usually be made fairly comfortable with some type of 
pessary. Since the Spalding-Richardson operation is such a satisfactory 
procedure and is not generally known, the technic is described in 
detail with schematic illustrations. 


REFERENCES TO CURRENT ARTICLES 


A New Treatment for Microcystic Ovaries by the Use of Diethylstilbestrol: A 
Five Year Study. Karl John Karnaky, Jefferson Davis Hospital and Baylor 
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University, Houston, Tex. West. J. Surg., 52:507-16, Dec. 1944. (Diethylstil- 
bestrol can be used to diagnose normal and abnormal cystic ovaries. If the 
ovarian cyst fails to atrophy after the patient has taken 5.0 mg. of diethylstil- 
bestrol every night for 30 or more nights, the ovary is more likely to be 
abnormal and should be studied carefully after removal.) 


An Evaluation of Radiation in the Treatment of Carcinoma of the Corpus 
Uteri. James A. Corscaden, Columbia University College of Physicians and 
Surgeons, New York, N. Y. J.A.M.A., 126:1134- 38, Dec. 30, 1944. (It is con- 
cluded that in treatment of operable carcinoma of the corpus, hysterectomy, 
radium and x-rays are all essential. If this is done there is a 5-year survival 
rate of 70 per cent by all sorts of technics. In technically operative cases irradi- 
ation promises a 5-year survival of 50 per cent. Hysterectomy alone promises 
a 5-year survival of 60 per cent; radium alone, a 5-year survival of 55 per cent.) 


Recognition and Management of the Woman Predisposed to Uterine Adeno- 
carcinoma. Clyde L. Randall, University of Buffalo and Buffalo General 
Hospital, Buffalo, N. Y. J.A.M.A., 127:20-25, Jan. 6, 1945. (The author 
urges diagnostic curettage at the first irregularity of bleeding when women 
continue to menstruate after 50 years of age. When pelvic laparotomy is 
indicated in women past the child-bearing age, it should be kept in mind 
that hysterectomy and probably bilateral oophorectomy will prevent subse- 
quent development of adenocarcinoma in the fundus. Castration by irradia- 
tion is advisable when menstrual irregularities indicate diagnostic curettage 
during the climacteric years.) 


Vitamin Studies in Abortions. W. E. King, Laird Memorial Hospital, Mont- 
gomery, W. Va. Surg., Gynec. & Obst., 80:139-42, Feb. 1945. (In cases of 
inevitable abortion, prothrombin time and vitamin C determinations were 
lower than in normal pregnancies and normal non-pregnant women. In case 
of threatened abortion there was no appreciable difference from the control 
group. Pregnancies showing abnormal bleeding tendencies should have vita- 
min K and vitamin C deficiencies corrected. The value of vitamin E in 
threatened abortion has still to be determined. Synthetic vitamin K may be 
given after meals if biliary function is normal. ‘The treatment for threatened 
abortion is outlined. 


Endometriosis of the Bladder and Ureter. Vincent J. O’'Conor and J. P. Green- 
hill, Northwestern University Medical School, Chicago, Ill. Surg., Gynec. & 
Obst., 80:113-19, Feb. 1945. (Iwo case reports, one of endometriosis of the 
bladder wall, and one of endometriosis of the ureter. It is suggested that 
these cases are more common than is’ suspected. The importance of recog- 
nizing this condition in differential consideration of tumors of the bladder 
and ureter is emphasized.) 


The Spread of Uterine and Ovarian Carcinoma with Special Reference to the 
Role of the Fallopian Tube. Robert C. Lynch and Malcolm B. Dockerty, 
Mayo Clinic, Rochester, Minn. Surg., Gynec, & Obst., 80:60-65, Jan. 1945. 
(In 113 cases of operative uterine and ovarian carcinoma the malignant proc- 
ess had invaded other pelvic structures. The cases were classified into 4 
groups according to the type of invasion. There is little risk of incurring 
ovarian or abdominal implantation in curetting a uterus which is the site 
of a malignant lesion, prior to the insertion of radium.) 


Hysterectomy: Selection of the Appropriate Operation in the Particular Case. 
Virgil S. Counseller and Fletcher S. Gluder, Jr., Mayo Clinic, Rochester, 
Minn. Journal-Lancet, 65:26-29, Jan. 1945. (Discusses the indications and 
contraindications for vaginal hysterectomy, total and subtotal hysterectomy. 
Vaginal hysterectomy is the procedure of choice in cases of prolapse of mod: 
erate or more severe degree, and when a cystocele or, rectocele requires 








stil- 
the 
stil- 

be 


pus 
and 
‘on- 
my, 
ival 
adi- 
LISeS 


nt.) 


eno- 
eral 
thor 
men 
y is 
nind 
ibse- 
idia- 
tage 


lont- 
*s ol 
were 
Case 
ntrol 
Vita- 
E in 
ry be 
ened 


reen- 
ec. & 
f the 

that 
‘ecog- 
adder 


o the 
kerty, 
1945. 
proc- 
nto 4 
irring 
e site 


Case. 
hester, 
is and 
tomy. 
~ mod- 
quires 











QUARTERLY REVIEW OF SURGERY 





repair; this operation cannot be used for the removal of large fibroids, and not 
as a rule when the adnexa are also involved. The authors prefer total to 
subtotal hysterectomy by the abdominal route, as the experience of the Mayo 
Clinic shows a lower mortality and fewer complications in the total operation. 
The danger of carcinoma in the cervical stump is also avoided.) 

Congenital Rectoperineal Fistula Associated with Congenital Absence of the 
Vagina. G. Sydney McClellan and Edwin L. Williams, Nashville, Tenn. 
J.A.M.A., 127:330-31, Feb. 10, 1945. (In a girl of 17 years presenting a com- 
bination of congenital anomalies, the method for eradicating the perineal 
anus and establishing the normal anatomic relationships of the sphincter 
muscle to the anal orifice was completely satisfactory. “The use of the Wharton 
operation in the production of an artificial vagina seems a safe and relatively 
simple procedure. This method eliminates the dangers inherent in more 
complicated operations.) 

A New Treatment for Microcystic Ovaries by the Use of Diethylstilbestrol: A 
Five Year Study. Karl John Karnaky, Department of Gynecology, Reasearch 
Division, Jefferson Davis Hospital, and Department of Gynecology, Baylor 
University, Houston, Tex. West. J. Surg., 52:507-16, Dec. 1944. 


Conization and Early Diagnosis of Carcinoma of the Cervix. Josef J. Haber, 
Charleston General Hospital, Charleston, W. Va. Am. J. Surg., 66:68-76, 
Jan. 1945. (A review of 311 cases, with 18 malignancies and 11 squamous cell 
metaplasias. Discovery of the carcinoma was made by conization in 4 cases, 
22 per cent of all carcinomas observed. In none of these 4 ‘cases did routine 
pelvic examination reveal the malignancy. Routine radical conization should 
be done before subtotal hysterectomy and radical conization is the method of 
choice in all cervices with chronic cystic cervicitis and in cases in which ampu- 
tation, Sturmdorff’s operation and trachelorrhaphy are indicated.) 

So-called Endometrioma Interstitiale: With the Report of Three Possible Cases. 
Donald W. deCarle, Department of Obstetrics & Gynecology, Children’s Hos- 
pital, San Francisco, Calif. West. ]. Surg., 53:48-50, Feb. 1945. (Clinical and 
pathological study of 3 cases. Two remained well for 9 and 6 years, respec- 
tively, following combined surgical and x-ray therapy. Associated endometrio- 
sis was observed in | case, and associated adenomyoma in another. None of 
these patients had been pregnant. Excess growth hormone inhibits preg- 
nancy.) ’ 


40. Vascular Surgery 


THE SURGICAL TREATMENT OF THROMBO-EMBOLISM 
AND TTS SEQUELAE 
GrEZA DE TAKATS 
University of Illinois College of Medicine, Chicago, Ill. 
Bull. New York Acad. Med., 20:623-43, Dec. 1944 


Surgical treatment of thrombo-embolism must be combined with 
other measures, and especially the use of anticoagulants. The author 
and his associates have employed paravertebral block widely in arterial 
occlusions, but believe its use is limited in venous obstructions. ‘This 
procedure is indicated chiefly in the typical iliofemoral thrombo- 
phlebitis with demonstrable arterial or venocapillary spasm, cyanosis, 
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diminished pulsation, and severe pain of the stocking type. It is not 
indicated in the “bland, quiet type” of thromboses of the lower leg 
Division of the femoral vein below the profunda has been found to be 
of definite value in cases where a pulmonary embolism has occurred, 
the source of which was a thrombus below the knee. ‘This operation 
has also been done with good results in patients who suddenly devel- 
oped symptoms of plantar-vein or lower-leg thrombosis without clini- 
cal evidence of involvement of the femoral vein. Division of the 
common femoral or common iliac vein has been done in a few cases 
of acute milk-leg, but the author is “quite uncertain” about the value 
of the operation in such cases. He is of the opinion that there is no 
indication for this operation in chronic cases of this type with estab- 
lished collateral circulation and “‘a deep venous valvular insufhiciency.” 
In bilateral iliac thrombosis with emboli, ligation of the vena cava 
may be a lifesaving procedure; the approach for this operation is the 
same as that for a muscle-splitting extraperitoneal lumbar sympathec- 
tomy. In cases of chronic thrombo-phlebitic ulcer with induration, 
excision of the ulcer followed by a dermatome graft results in healing 
of the lesion but does not affect the edema; an elastic support must 
be worn, “probably continuously” following the operation. 

In some cases of pulmonary embolism, patients recover from the 
primary attack under conservative treatment, but they then slowly 
fail and die on the second or fourth day. In such cases if the physical 
and electrocardiographic findings show a gradually increasing cor- 
pulmonale, pulmonary embolectomy may be done. ‘The indications 
for this operation are “very limited”; the author has not employed 
this operation; he is of the opinion, however, that it should not be 
completely discarded, but should be tried in the very occasional suit- 
able case. 

REFERENCES TO CURRENT ARTICLES 

Recent Advances in the Treatment of Peripheral Vascular Diseases. Gordon E. 
Jones, Seattle, Wash. West. J. Surg., 52:494-506, Dec. 1944. (The author re- 
views the literature regarding the effects of various hormones, drugs and tis- 
sue extracts in the treatment of peripheral vascular disease including alcohol, 
papaverine, spasmalgin, hypertonic saline, insulin, mecholyl, estrogens, testos- 
terone propionate and pancreatic tissue extract, but concludes that the in- 
creased blood flow is only transient. Physical measures and sympathectomy 
are also considered as well as refrigeration anesthesia and arterial surgery. 
The treatment of varicose veins, thrombophlebitis, phlebo-thrombosis and 
thrombo-embolic phenomena is likewise discussed. In embolism, good results 
have been obtained by such procedures as novocain injection of the lumbar 
sympathetic ganglia, by anticoagulants and by interruption of the deep venous 
channels somewhere between the femoral vein and the inferior vena cava. The 
status of the anticoagulants is summarized, as well as results obtained by ve- 
nous ligation with emphasis on certain points of technic in the latter. Man- 
agement of the postphlebitic leg is described in detail.) 

Thrombo-Embolism.  (Editorial.) Frederick A. Coller. Surgery, 17:315-17, 
Feb. 1945. (Post-operative pulmonary emboli have their origin in thrombosis 
of the lower extremities. The primary or contributing factors are abnormali- 
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ties in the vein and physiologic alterations associated with posture and lack of 
normal activity. Conservative methods of prevention are encouragement of 
normal physiologic forces of venous flow by exercises and voluntary activity 
in bed and early postoperative mobilization after operation. Treatment ranges 
from operation to remove pulmonary emboli after their lodgment, to ligation 
of the vein, aspiration of the thrombus, and sympathetic block to chemical 
methods of altering the clotting time. ‘Treatment, however, of thrombo- 
embolism as a complication must not adversely affect the primary disease, nor 
complicate the treatment of this disease.) 

Arteriovenous Fistula Between the Right Common Iliac Artery and the Inferior 
Vena. Cava: Report of a Case Following an Operation for Ruptured Inter- 
vertebral Disk with Cure by Operation. Robert R. Linton and Paul D. White, 
Departments of Surgery and Medicine, Massachusetts General Hospital, Bos- 
ton, Mass. Arch. Surg., 50:6-13, Jan. 1945. (Ligation and division of the com- 
mon iliac artery proximal and distal to the fistula cured the condition and 
restored normal circulatory condition.) 


41. Arteries 


AOR TECTOMY FOR ‘THORACIC ANEURYSM 
JoHN ALEXANDER and FRANciIs X. ByRON 


University of Michigan Medical School, Ann Arbor, Mich. 
J-A.M.A., 126:1139-45, Dec. 30, 1944 


In a case of thoracic aneurysm in a youth of 19 years, the aneurysm, 
together with a part of the aorta, was successfully resected for the first 
time. Following a detailed report of the case, the authors discuss the 
pathogenesis of aneurysm, which was, however, obscure in this case. 
The collateral circulation in this patient was remarkably good and it. 
sustained circulation after ligation of the thoracic aorta. The various 
possible collateral circulations are mentioned, and a schematic draw- 
ing is presented of collateral circulation in cases of occlusion of the 
thoracic aorta just inferior to the left subclavian artery. The consist- 
ently normal kidney function tests in this patient, together with the 
lack of retinal angiospasm during the early postoperative period, led 
the authors to hope that the hypertension was largely on the basis 
of increased resistance created by the aortic ligation, and that as the 
collateral circulation improved, the hypertension would decrease. The 
subsequent development of arteriolar angiospasm seems to imply a 
graver prognosis. 

The aneurysm in this case probably arose in connection with an 
aortic coarctation, the presence of which was presumed because of 
hypertension, a well-developed collateral circulation, notching of the 
ribs and weak arterial pulsations in the lower extremities. ‘The opera- 
tion used on this patient has no bearing on the management of aortic 
aneurysm in general, because in him there was an exceptional com- 
bination of circumstances that made operation feasible. ‘The princi- 
ples of aortic ligation and the treatment of aortic aneurysm are re- 
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viewed. In the present case, the authors resected the aneurysm 
together with a 7.5 cm. length of the aorta, rather than merely ligating 
the aorta above and below the aneurysm, because it is known that 
an artery ligated in continuity tends to become recanalized, and be- 
cause rupture at the site of ligation in continuity is more likely to 
occur. ‘The thinness of the wall of the aneurysm and the enlargement 
of the sac during the 22-month period of observation were strong 
evidence that rupture would occur within a few months, or possibly 

a few years, if the blood pressure in the sac continued. Attention is 

drawn to the method of wiring and electrothermic coagulation recom- 

mended by Blakemore and King for treatment of aneurysm of the 
abdominal and thoracic aorta. Of 26 patients treated by this method 
for syphilitic aneurysm of the aorta, 9 are living with inactive aneu- 
rysms an average of 7 years after treatment, while 17 patients died 
from a few hours to 8 years after w iring, some of them having had great 
symptomatic relief. 37 references. 7 figures. 

| This is no doubt the first successful resection of the thoracic aorta for 
aneurysm and reflects great credit to the surgeons for their boldness and skill.— 

Ep. | 

REFERENCES TO RELATED ARTICLES 

Surgical Ligation of a Patent Ductus Arteriosus Associated with an Aneurysm 
of the Pulmonary Artery: Report of a Successful Case. James W. Nixon, San 
Antonio, Tex. J. Thoracic Surg., 13:513-17, Dec. 1944. A review of the litera- 
ture indicates the rarity of these cases. The case here reported was in a girl 
of 19 years suffering from dyspnea on exertion. Diagnosis: Patent ductus 
arteriosus. Operation revealed an aneurysm of the pulmonary artery. The 
ductus was ligated. No effort was made to deal with the aneurysm. The 
patient recovered and returned to work following temporary hoarseness due to 
injury of the recurrent laryngeal nerve during operation.) 

Arteriovenous Aneurysm. Daniel C. Elkins. Surg., Gynec. and Obst., 80:217-19, 
Feb. 1945. (The treatment of choice is quadruple ligation of the proximal 
and distal arteries and veins and complete excision of the fistula.) ° 

An Unusual Type of Arteriovenous Communication. J. R. Learmonth, Edin- 
burgh, Scotland. Brit. J. Surg., 32:321-23, Oct. 1944. (Report of a case in 
which two arteries contributed to an arteriovenous fistula. The patient, a 
Flight Sgt., recovered following operation and, although 43 years of age, was 
not affected by the complete interruption of the direct arterial supply to one 
side of the brain.) 

Aneurysm of the Anterior Artery, with a Note on Arteriography. Martin Fallon 
(Lt.-Col., R. A. M. C.). Lancet, 2:270-72, Aug. 26, 1944. Reports a case of 
aneurysm of the tibial artery resulting from a war injury; diagnosis was made 
several months after the injury. Arteriography was employed to determine 
the size, shape and anatomical location of the sac, after which operation was 
successfully done.) 


‘raumatic Rupture of the Aorta. Gilbert Forbes, University of Shefheld, Shef- 
field, England. Brit. M. J., 2:400-40, Sept. 23, 1944. (Reports a case of rupture 
of the aorta resulting from a blow on the epigastrium. The chief symptoms 
were pain, and occasional vomiting. The patient died suddenly while sitting 
up in bed. Autopsy showed rupture of the aorta. The aorta showed no evi- 
dence of dilatation, and only “some early atheroma.” In this case the rupture 
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of the aorta was partial at first, becoming complete later, followed by sudden 
death.) 

Coarctation of the Aorta or Isthmic Stenosis of the Aorta (Coarctacién de la aorta 
o estenosis istmica de la aorta.) Julio A. Junco. Bol. Soc. cubana jediat., 
16:142-55, April 1944. (Case report in a child of 12 years; schematic presen- 
tation according to Evans. Full discussion of diagnosis and differential 
diagnosis and controversial opinions. Angiocardiograms and arteriograms.) 

Observations in ‘wo Cases of Arteriovenous Communication (Observaciones 
en dos casos de comunicidn arteriovenosa.) Eugenio R. Pitetrafesa. Universi- 
dad de Buenos Aires. Instituto de Fisiologia. Facultad de Ciencias Medicas. 
Rev. med.-quir. pat. fem., 23:101-111, March 1944. (Two case reports. 23 
references.) 


42. Veins 


ETIOLOGY AND PREVENTION OF THROMBOSIS OF THE 
DEEP LEG VEINS: A STUDY OF 400 CASES 
Warren C. Hunter, JOHN J. Krycrer, J. CHARLES KENNEDY and Vinton D. 
SNEEDEN (Major, M.C., A.U.S.) 


From the Departments of Pathology and Medicine, University of Oregon Medical School 
Surgery, 17:178-90, Feb. 19145 


A comparative study of the incidence of venous thrombosis of the 
legs in 400 unselected autopsies on adults, performed in the same 
hospital before and after instituting preventive treatment, is presented. 
In the last 200 cases, dissection of the femoral and adductor veins was 
carried out. Like others who have examined the femoral vein, the 
authors found that phlebothrombosis of the lower extremities begins 
in the deep vessels of the calf and tends to propagate toward the heart; 
and that thrombosis of the femoral veins alone is an uncommon oc- 
currence. Both sets of veins are the most frequent, and, for this reason, 
the most important of all the possible sources of both fatal and non- 
fatal pulmonary emboli. Age, sex and location of the thrombosed calf 
veins were similar in the 2 series. “Chrombosis of the deep veins of 
the leg is common in all classes of middle aged and older patients, who, 
for any reason whatsoever, must go to bed for longer than a very few 
days. The onset is insidious and without prominent symptoms. 
Phlebitis as a cause or as a complication of deep extremity vein throm- 
bosis is very uncommon and for this reason is unimportant. The 
logical approach to the problem of phlebothrombosis and pulmonary 
embolism is prophylactic, based on simple and readily carried out 
physiologic principles. Re-education of physicians and nurses with re- 
spect to the seats and causes of thrombosis of the legs is urgently 
needed. In a small series of medical patients the incidence of phlebo- 
thrombosis was significantly less than in the first 200 cases, probably 
owing to the institution of active exercises in this group. 

A simple means of making the hospital “embolism conscious” and 
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of serving as a constant reminder that something is to be done to pre- 
vent embolism is to hand-stamp in large letters on the order sheet of 
every chart the words leg exercises: yes——— or no———. A con- 
venient time for flexing and extending the feet, knees and thighs is 
when the temperature is being taken, or at meal times. In this way 
the nurse can observe whether the right amount of effort is being 
used, and, likewise, the interne and resident should ask the patient to 
demonstrate his ability to exercise every time rounds are made.  Pil- 
lows under the knees for more than a very few minutes should be 
forbidden. Early rising following operations will not alone insure 
against thrombosis. 14 references. 2 tables. 


THE SURGICAL ‘THERAPY OF THROMBOSIS OF THE DEEP 
VEINS OF THE LOWER EXTREMITY 
Jacos Fine and ARNOLD STARR 


Harvard Medical School and Beth Israel Hospital 
Surgery, 17:232-39, Feb. 1945 


Heparin and dicoumarin are useful but not thoroughly dependable 
agents for the prophylaxis of pulmonary embolism ‘Their use is 
furthermore complicated by the occurrence of hemorrhage in wounds 
and elsewhere which has occasionally proved fatal. The surgical 
prophylaxis of pulmonary embolism is the procedure of choice among 
those who prefer a more direct and immediately applicable method for 
blocking the discharge of an embolus. ‘The risks of ligation of the 
common femoral, the iliacs, and possibly also the vena cava are mini- 
mal and are accompanied by little postoperative disturbance except 
for transitory increase in edema in occasional instances. “This increase 
in edema is less likely to occur when the common iliac is ligated. 

The selection of the level of ligation is made on the basis of the 
evidence of extent of involvement: (a) the common femoral vein 1s 
ligated when thrombophlebitis is limited to the veins below the knee 
or when pulmonary embolism has occurred in the absence of all signs 
of involvement; (b) the common iliac is ligated when thrombophle- 
bitis involves the common femoral, external or common iliac veins; 
(c) the vena cava is ligated when the indications are that both com- 
mon iliacs require ligation. Since the frequency of bilateral involve- 
ment is high, bilateral vein ligation is usually indicated. ‘The occur- 
rence of spastic narrowing or obliteration of venous channels limits 
the diagnostic usefulness of venography. 

The distinction between quiet venous thrombosis and full-blown 
thrombophlebitis—that is, phlegmasia alba dolens or milk leg—is not 
a dependable means of deciding when a clot is detachable and when 
it is not. Therefore exploration of most cases of so-called milk leg is 
advisable. Early mobilization after operation does not provide full 
security against ‘development of thrombophlebitis. ‘Three cases are 
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described in detail to illustrate that loose clot can be present in the 
full-blown clinical condition of phlegmasia alba dolens. ‘There is no 
doubt that the soft clot in all these patients could, if fully detached, 
have caused fatal embolism. If the clot did not become loosened, it 
would in time have become converted to an adherent thrombus. 
Hence, the longer the patient has had femoro-iliac thrombosis, the less 
the likelihood of a fatal embolism. 

Clinical signs of the disease may be present in absence of veno- 
graphic evidence. Spastic irregularity or obliteration may be impos- 
sible to distinguish from organic occlusion. No age is exempt from 
deep thrombophlebitis of the lower extremities, although cases in 
patients under 20 years of age are rare. Early active and continued 
motion in bed and as early rising as possible following operation con- 
stitute valuable prophylactic measures. Sitting in a chair and walking 
occasionally during the first few postoperative days is not equivalent to 
early active motion of the extremities. 12 references. 


PROXIMAL LIGATION AND THROMBECTOMY FOR 
PHLEBOTHROMBOSIS OF THE FEMORAL 
AND ILIAC VEINS 


FrREDERIC W. BANCROFT 
New York, N. Y. 
Ann. Surg., 121:175-84, Feb. 19145 


Phlebothrombosis is characterized by the presence of a blood clot 
that fills the lumen of the vein, and is not accompanied by as high an 
elevation of temperature or by as marked swelling of the leg as throm- 
bophlebitis. Embolism results from phlebothrombosis more frequently 
than from thrombophlebitis. 

In cases of pulmonary embolus with evidence of phlebothrombosis 
of the leg, proximal ligation of the vein is the method of choice when 
possible; but if the thrombus extends above the iliac ligament, the 
author considers that thrombectomy by manual extraction or suction 
followed by bisection and removal of a section of the femoral vein is 
the procedure of choice. When there is evidence of phlebothrombosis 
of the deep femoral vein extending upward into the iliac vein, removal 
of the clot is indicated. 

Twelve cases of phlebothrombosis in which 16 thrombectomies 
were done are reported; this includes 3 simultaneous thrombectomies 
with ligation of both femoral veins, and 1 case in which the second 
thrombectomy was done 10 days after the first. In these cases the vein 
was exposed about an inch below Poupart’s ligament; a traction liga- 
ture was placed above and below, and a longitudinal incision made 
into the vein. ‘The nearby blood clot was removed with forceps. Then 
a glass tube attached to a suction machine was inserted into the vein 
and passed upward until the thrombus was removed and free bleeding 
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occurred; if free bleeding could not be obtained with the use of a tube, 
a rubber catheter was employed. After the clot was removed the vein 
was doubly ligated at each end of the incision and the intermediary 
portion removed. In several cases both the long saphenous and the 
femoral veins were ligated and cut. Anticoagulants were employed 
in all these cases to prevent reformation of the clot—intravenous hep- 
arin in 5, dicoumarol in 2, and subcutaneous heparin by Loewe’s 
method in 5 cases. 

In the 12 cases reported, 8 had had emboli prior to operation, and 
4 no evidence of emboli. “Two thrombectomies were done prior to 
operation, | in a case of carcinoma of the ovary immediately prior to 
operation, the other, 2 weeks before a hysterectomy. Only | of the 
patients in this series had an embolism subsequent to thrombec tomy; 
this patient died. Another death occurred in this series 2 weeks after 


thrombectomy, not related to the phlebothrombosis but due to renal 
failure. 


VARICOSE VEINS. ANATOMIC FINDINGS AND AN 
OPERATIVE PROCEDURE BASED UPON THEM 


R. STANTON SHERMAN 


From the Divisions of Surgery and Anatomy, University of California Medical School, 
San Francisco, Calif. 


Ann. Surg., 120:772-84, "Nov. 1944 


‘The evident failure of therapy in a considerable number of cases 
of varicose veins and the inadequacy of the tests for the location of in- 
competent perforator veins in the thigh led to anatomic studies on the 

cadaver. In a preliminary report the results of dissections on 19 ca- 

davers (36 thighs) and 43 surgical dissections were outlined. Since that 
time, anatomic dissections have been carried out on 54 additional 
cadavers (101 thighs) and 703 surgical dissections have been made. 
These not only have confirmed the previous findings but have yielded 
additional anatomic data which form the basis of a surgical procedure 
giving promise of materi lally improving the therapy of varicose veins, 
by aiding in the elimination of incompetent or potentially incompe- 
tent perforator veins of the thigh. ‘The anatomic studies are described 
in detail with schematic drawings. 

Six principal findings were noted, namely: (1!) the recognition of 
a pattern in the placement of the long saphenous vein and its tribu- 
taries, with the occurrence of 4 anatomic types; (2) the fact that the 
main stem of the long saphenous vein lies deep to the deep fascia 
somewhere along its course, rather than remaining superficial to the 
deep fascia; (3) a constant tributary of the femoral vein, named the 
mid-Hunter canal perforator vein, by reason of its position, connects 
by one or more tributaries with the long saphenous vein as it courses 
beneath the deep fascia; (4) the genicular vein plexus is constant; (5) 
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the subsartorial vein occasionally connects the mid-Hunter canal vein 
with the genicular system; (6) the so-called perforator veins on the 
medial aspect of the thigh arise mainly from the sapheno-femoral 
junction, the mid-Hunter canal vein, the genicular plexus, and the 
subsartorial vein. 

This pattern is of importance in planning surgical procedure. 
Eradication of the deep long saphenous stems disconnects the direct 
communication of the saphenous vein with the femoral or popliteal 
veins, but does not eliminate the indirect accessory perforator veins. 
To efface all incompetent or potentially incompetent perforator veins 
of the medial thigh requires, in addition, transection of the mid- 
Hunter canal vein near the femoral vein, transection of the tributary 
of the deep saphenous deep to the point at which the subsartorial vein 
connects with the genicular plexus, and excision of certain parts of 
the subsartorial vein. ‘This should prevent the reflux of blood from 
the deep veins of the thigh by severing those incompetent veins which 
communicate between the deep and superficial systems. In the au- 
thor’s hands this procedure has materially improved the results of 
treatment of varicose veins. It involves a minimum amount of trauma 
and keeps the patient in bed for a relatively short period. It consists 
of a combination of injection of veins, high ligation of the saphenous 
vein, elimination of the main saphenous stem, eradication of the mid- 
Hunter canal vein and, in certain cases, excision of the high-Hunter 
canal vein and elimination of as much of the genicular venous plexus 
as may seem to be required. ‘The basically new approach is the em- 
ployment of sclerosing solution as an agent for suppression of hemor- 
rhage, so that the surgical procedure can be performed without danger 
of postoperative bleeding. Patients can be out of bed and active 
within 24 hours after operation. The early activity combined with 
firm thrombosis of the cut veins also reduces the danger of pulmonary 
infarcts by emboli. The operative procedure is described in detail. 
No deaths, massive hematomata or pulmonary embolisms occurred 
in the entire group of 465 patients. There were 10 mild infections, 
one rather severe infection, and 2 traumatic cysts. Of these infections 
only two involved the thigh. The average time of hospitalization was 
2.8 days. All patients were walking within 28 hours after operation. 
8 references. 5 figures. 2 tables. 


EXTENSIVE VARICOSITIES OF THE LEG ORIGINATING 
FROM THE GLUTEAL VEIN: REPORT OF A CASE 
WILLIAM H. PRIOLEAU 


From the Department of Surgery, Medical College of the State of South Carolina, 
Charleston, S. C. 
Surgery, 17:135-37, Jan. 1945 


A carpenter of 37 years had noticed large veins in his right leg since 
childhood. Examination revealed extensive varicose veins on the pos- 
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terolateral aspect of the thigh and the lower leg. “The varicosities were 
casily emptied by elevating the leg. A diagnosis was made of varicose 
veins originating from the inferior gluteal vein. The vein was iso- 
lated and severed under nitrous oxide anesthesia, and its upper seg- 
ment dissected to its point of disappearance into the gluteal muscula- 
ture. Stripping was unsuccessful, but a ureteral catheter was passed 
into the vein for 2/3 of the length of the thigh and 10 cc. of 5 per cent 
sodium morrhuate were injected during withdrawal. ‘The ends of the 
vein were ligated with plain catgut, and the skin edges approximated 
with clips. Also another large vein was isolated, severed and ligated. 
An elastoplast bandage was applied from the toes to the knee. This 
was followed by considerable phlebothrombosis but no general swell- 
ing of the leg. Remaining varicosities were injected at intervals of 
one to several weeks for the next few months. On examination 3 years 
later there was no swelling and only a few moderate sized varicosities 
on the lateral aspect of the lower leg. 3 figures. 


RADICAL OPERATION FOR VARICOSE VEINS 


Haro_tp Dopp 


King George Hospital, Hford, England 
Brit. M. J., 2:814-16, Dec. 1944 


Radical operation for varicose veins consists in the ligature and 
division at the termination of the internal or external saphenous vein 
or of the communicating veins (according to the site of the varicos- 
ities), together with the injection of “‘an effective and adequate 
amount” of a sclerosing agent. Varicosity of the internal saphenous 
vein is the most common type. ‘The radical operation for varicosities 
of this type involves an incision at the groin and at the ankle. ‘The 
veins are exposed, ligated and divided; 20 to 40 cc. of 30 per cent saline 
are injected downward at the groin and upward at the ankle. In some 
cases with gross varicosities, a third ligature, division and injection 
above the knee may be required. For varicosity of the external saphen- 
ous vein, the incision is made in the central transverse crease behind 
the knee; deepedissection is required for complete ligature, injection 
and division of the vein and its branches; the union with the popliteal 
vein must be exposed and the associated branches divided between 
ligatures. 

In the average case of incompetent communicating veins, ligature 
and injection at the groin and ankle, or of the external popliteal vein 
are sufficient to obliterate them. In the lower third of the leg, ligation 
and division of large communicating veins may be necessary with 
closure of the hole in the deep fascia. Such veins are located either 2 
to 3 in. above the tip of the malleolus or at the junction of the middle 
and lower thirds of the leg. The location of the veins is determined 
by palpation of the area; ‘an elastic sensation and a defect feeling like 
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a button-hole” indicate the location of the vein. If further treatment 
is required for small areas of veins remaining patent, ethanolin or qui- 
nine and urethane, 2 to 5 cc. of each are injected. Sodium chloride is 
not used for this type of injection. 

Following operation for varicose veins, a pressure dressing is ap- 
plied. Patients are kept in bed until healing occurs, except that they 
get up morning and evening for gradually lengthening periods; this 
avoids pulmonary embolism and improves muscle power. 


MODERN TREATMENT OF VARICOSE VEINS: WITH 
SPECIAL REFERENCE TO THE USE OF SYL- 


NASOL AS A SCLEROSING AGENT 
WittiaMm M. Cooprr 
Department of Peripheral Vascular Diseases, New York Polyclinic Medical School, 


New York, N. Y. 
New York State J. Med., 44:2483-87, Nov. 15, 1944 


The Perthes test, a modification of the Trendelenburg test, has 
been suggested for every new case to determine the patency of the deep 
veins before beginning treatment, operative or otherwise, but unless 
edema or previous thrombophlebitis is reported, the test may be omit- 
ted. A tourniquet applied above the knee with the patient walking 
about will indicate whether there is vein blockage. 

The patient is treated standing or sitting on a table with the legs 
hanging: a 5 cc. syringe with a sharp short-bevel 25-gauge needle is 
gently pushed into the vein with the needle pointed upward. Sylnasol 
is injected (0.5 to 3 cc.), then an adhesive strip about 8 inches long 
and | inch wide is placed over a tonsil sponge moistened with alcohol, 
or a sterile dry sponge, is applied at the site. Injections may be re- 
peated at intervals of 2 to 7 days; not more than 10 cc. of solution is 
injected at one time. Spiral elastic bandages are worn throughout the 
treatment and for a short pares afterward. 

Sylnasol injected about 25,000 times in about 2,000 patients, given 
either without preliminary ligation or post-operatively when surgery 
was required, was followed by no injection ulcers or sloughing or seri- 
ous infection or thrombophlebitis. Allergic reactions occurred in 5 
patients. Itching is a premonitory sign of impending allergy or ana- 
phylaxis. Patients should be tested before treatment by giving a small 
injection of about 14 cc. of sylnasol. It is concluded that sylnasol ful- 
fills all the requirements for a safe and effective sclerosing agent in the 
treatment of varicose veins. 34 references. 


REFERENCES TO CURRENT ARTICLES 
Disaster Following Femoral Vein Ligation for Thrombophlebitis; Relief by 
Fasciotomy; Clinical Case of Renal Impairment Following Crush Injury. 


Clarence Dennis, University of Minnesota Hospitals. Surgery, 17:264-69, Feb. 
1945. (The case is presented as a warning that indiscriminate use of femoral 
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vein ligation above the fossa ovalis for symptoms of thrombophlebitis is not 
devoid of danger.) . 

Ligation of the Femoral Vein for Chronic Occlusive Arterial Disease: A Review 
of 118 Ligations. S. Thomas Glasser, Department of Surgery, New York Medi- 
cal College, Flower and Fifth Avenue Hospitals and Metropolitan Hospital. 
Arch. Surg., 50:56-62, Jan. 1945. (It is concluded that ligation of the femoral 
vein is definitely indicated for prevention of chronic obstructive arterial dis- 
ease—before such lesions as gangrene, ulceration and infection present them- 
selves. Relief of pain was obtained in the majority of cases, and prevention 
of subsequent pulmonary embolism following amputation is definite.) 

Varicose Veins of the Female Pelvis. A. N. Webb., Department of Obstetrics and 
Gynecology, University of Southern California Medical School, Los Angeles, 
Calif. West. J. Surg., 53:5-10, Jan. 1945. (Analysis of 40 cases of varicose 
veins of the female pelvis with general discussion of anatomy, symptoms, diag- 
nosis and treatment, the latter including suspension of the uterus. or 
hysterectomy.) 

Varicose Ulcers; a Study of 143 Cases. Chester L. Holmes and Frederick L. 
Smith, Mayo Clinic, Rochester, Minn. Minnesota Med., 28:46-48, Jan. 1945. 
(In the 143 cases reported, treatment consisted in ligation and injection, dress- 
ings with ichthyol ointment and the application of pressure. Ligation and in- 
jection were done in 123 cases; in the remaining 20 cases ligation was con- 
traindicated, in 8 cases because of old thrombophlebitis with evidence of deep 
occlusion, and in the remainder because of the age or general condition of the 
patient. ‘The ulcers healed in all cases, but ligation and injection are neces- 
sary to prevent recurrence; in cases of varicose ulcers associated with deep 
thrombophlebitis in which ligation cannot be done, the prevention of recur- 
rences depends chiefly on continuous counterpressure.) 

Sclerotherapy of Varicose Veins; Utilization of an Intravenous Air Block. E. J. 
Orbach, New Britain, Conn. Am. J. Surg., 66:362-66, Dec. 1944. (Describes 
a method for the injection treatment of varicose veins in which a small amount 
of air is injected into the vein before injection of the sclerosing agent. This 
expels the blood from the sector of the vein, which allows the sclerosing agent 
to act on the endothelium undiluted. This method should be used only for 
medium or small veins; in such veins it can be used with or without previous 
ligation, as the injection of small amounts of air into the superficial veins of 
the leg does not involve danger of air embolism.) 


The Treatment of Varicose Veins and Ulcers. William H. Erb, Philadelphia, 
Pa. Delaware State M. ]J., 16:147-49, Sept. 1944. (The author treats almost all 
cases of varicose veins and ulcers surgically, using the injection method only 
in the sunburst type of veins.) 

A Case of Complete Absence of the Inferior Vena Cava. Homer B. Latimer 
and Herbert H. Virden, Lawrence, Kansas. J. Kansas M. Soc., 45:346-47, Oct. 
1944. (Case discovered at autopsy of adult male.) 

Treatment of Varicose Ulcers (Tratamiento de las ulceras varicosas). Conrado 
Zuckermann. Rev. mex. de cir., ginec. y cancer, 12:107-12, April 1944. (Cases 
of varicose ulcer treated by saphenectomy, peripheral sympathectomy, alcoholi- 
zation of related nerve, ligature and resection of salient venous bundles in the 
legs, and application of simple ointments to surgical wounds and fatty oint 
ments to the ulcers. The two ointments preferred by the author were one with 

1 base of subcarbonate of iron, | per cent, and another containing oxide of 
zinc, starch and cod liver oil.) 
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43. Orthopedic Surgery 


MUSCLE HERNIAS OF ‘THE LEG: REVIEW OF LITERATURE 
AND REPORT OF TWELVE CASES 
Harovp E. Simon (Major, M.C., A.U.S.) and Huco A. Saccner (Lt., M.C., 
A.U.S.) 
Am. J. Surg., 67:87-97, Jan. 1945 


In a review of the literature reports of 163 cases of muscle hernias 
of the leg were found. ‘The authors report 12 additional cases. Three 
types of muscle hernia are recognized from the standpoint of etiology: 
(1) those due to congenital defects; (2) those due to direct trauma, such 
as fractures, lacerations, or operation; (3) the idiopathic type in which 
the hernia appears spontaneously, especially after increased muscular 
activity. Localized congenital weakness may be a predisposing factor 
in this type. In 146 of the 163 cases reported in literature, the etiology 
is stated; in 18 of these cases, direct trauma was responsible for the 
muscle hernia; in 128 cases the hernia was of the idiopathic type, al- 
though in most of these cases the onset was preceded by ‘‘strenuous 
activities.” In the authors’ cases, the hernia was caused by direct 
trauma in 3 cases—a simple fracture, an ununited fracture treated 
surgically, and a laceration that was infected. In the other cases the 
hernias were of the idiopathic type. 

The chief symptom of muscle hernia is the presence of one or more 
circumscribed swellings that increase in size when the leg is depend- 
ent or the muscle is relaxed, and decrease in size when the leg is pas- 
sively elevated, and usually when the muscle involved is contracted. 
There may be associated pain or tenderness, but this is usually mod- 
erate or mild. ‘The hernia is partially or completely reducible on 
pressure, when a palpable defect is present in the fascia. 

When muscle hernias are small and do not cause symptoms, treat- 
ment is not indicated. If the hernia causes symptoms or is large and 
deforming, surgical treatment is indicated. If the defect is small and 
the borders are lax, it may be repaired by overlapping and suture of the 
edges of the defect, using cotton or silk sutures. When the defect is 
large and the surrounding fascia not sufficiently lax to permit closure 
by ‘simple approximation,” some type of fascial transplant is used. 
In 10 of the authors’ cases, treatment was not advised. In the 2 cases 
treated surgically, a fascia lata transplant was used to repair the defect 
in | case. In the other case narrow strips of fascia (fascia lata) were 
woven back and forth between the borders of each defect. These 
strips were “anchored” to, each other and at their points of passage 
through the fascial border by interrupted cotton sutures. An elastic 
pressure bandage was applied after operation in both cases, and in the 
second case a thin plaster of paris cast was also used. The bandage 
was removed in 2 weeks and walking permitted at the end of the third 
week in both cases. The results were excellent in each instance. 
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GROWTH ARREST FOR EQUALIZING LEG LENGTHS 
J. Warren Wuirte and Sam G. Struspins, JR. 


Shriners Hospital for Crippled Children, Greenville, S. ¢ 
J.A.M.A. 126:1146-49, Dec. 30, 1944 


The purpose of this paper is to popularize a simple surgical pro- 
cedure for equalizing leg length. ‘The authors describe briefly a surgi- 
cal technic felt to be reliable as an alternative procedure to the one 
originally described by Phemister, being more easily accomplished 
and leading to no deformity. ‘The authors also emphasize the need 
for a suitable method of measuring leg length discrepancies more accu- 
rately than the conventional tape line measurement from the anterior 
superior spine to the internal malleolus. A simple method of calcula- 
tion is likewise suggested. 

The operation employed in this series consists briefly in the removal 
of a square core of bone and epiphysial cartilage from the lateral and 
medial aspects of the distal end or proximal end of the bone attacked 
with a slightly modified 14 inch square mortising chisel, which is driven 
into the cancellous bone diagonally over the epiphysial plate, follow- 
ing carefully this structure into the bone almost transversely. A skin 
needle is used as a direction finder. In small children this 14-inch 
chisel may be too large for the fibula, in which instance the complete 
removal of the plate is a relatively simple procedure. ‘he proximity 
of the peroneal nerve must be borne in mind when working in this 
region. After being driven sufhciently deep, the instrument is 
loosened. ‘The square plug of cancellous bone breaks off in the depth 
of the hole and is removed with the chisel when the latter is extracted. 

After the parts of the plate adjacent to this hole have been thor- 
oughly curetted, the chisel still containing the square bone plug is 

reintroduced, having been rotated through an angle of 90 degrees from 
its original position. This changes the position of the fragment of the 
epiphy seal plate in the square plug from a horizontal position in rela- 
tion to the long axis of the leg to a vertical one, really producing two 
deep grafts bridging the cartilaginous gap between the lateral and 
medial aspects of the epiphysis and diaphysis. 

With an obturator made for the purpose, the plug is driven out as 
the chisel is removed, and is then gently tapped snugly further into 
place with this flat-ended obturator. This procedure is followed on 
either side of the femur or tibia, whichever one is being operated on, 
but the fibula needs to be attacked only from the lateral aspect. ‘The 
wounds are closed in layers and the joint is immobilized for 3 weeks 
in plaster from groin to ankle, with the knee in enough flexion to 
prevent the cast from slipping down. For the first few postoperative 
days a woven bandage is used on the foot. This operation is indicated 
in those in whom at the age of 10 or 12 there exists upward of 2 inches 
shortening usually due to poliomyelitis. “The operation has been suc- 
cessfully used on 176 cases at the Shriners Hospital for Crippled Chil- 
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dren, and the authors feel justified in recommending it. 3 references. 
7 figures. 
REFERENCES TO CURRENT ARTICLES 

Fascial Slinging of the Scapula and Clavicle for Dropped Shoulders and Winged 
Scapula. G. C. Dorling, Department of Surgery, British Postgraduate Medical 
School, Hammersmith, L. C. C. Hospital. Brit. J. Surg., 32:311-15, Oct. 1944. 
(Report of a case of winged scapula treated by slinging the scapula to the 
spine by 2 fascial strips, and of a case of dropped shoulder similarly treated 
with the addition of another fascial strip to sling the outer third of the clavicle 
to the 6th cervical spinous process.) 


Orthopedic Surgery for Reconstruction of Congenital Malformations of the 
Kidney. Robert Gutierrez, New York, N. Y. Surgery, 17:122-34, Jan. 1945. 
(Plastic surgery for correction of renal anomalies should be carried out only 
in well-selected cases, since it is obviously useless in a kidney already devoid 
of function. Patients should be checked functionally and urographically be- 
fore leaving the hospital in order to ascertain the results obtained. Illustrative 
cases of congenital hydronephrosis, double kidney, horseshoe kidney, con- 
genital cysts of the kidney, large solitary cyst and polycystic kidney are pre- 
sented.) 

Foreign-Body Cyst of Triceps Muscle. J. Gunn Roberts, Cardiff, Wales. Brit. 
J. Surg., 32:327-28, Oct. 1944. (A case of foreign-body cyst of the triceps 
muscle produced by 3 small quarry stones is described. The cyst was re- 
moved 22 years after the initial accident. Review of literature.) 

Report of Orthopedic Surgery for the Year 1943. R. K. Ghormley, Proc. Staff 
Meet., Mayo Clin., 19:456-58, Sept. 6, 1944. 


Progress in Orthopedic Surgery for 1943: Infections of Bones and Joints. Paul 
C. Colonna, Philadelphia, Pa. Arch. Surg., 49:402-14, Dec. 1944. (A review 
of the literature for 1943, including editorial notes; many ‘of the papers re- 
viewed deal with the sulfonamides in osteomyelitis.) 


Progress in Orthopedic Surgery for 1943: ‘Conditions Involving the Lower Part 
of the Back. Harold H. Kuhn, Durham, N.C. Arch. Surg., 49:399-402, Dec. 
1944. (Review of the literature for 1943 with editorial notes, dealing with 
pain in the lower part of the back and sciatica; a number of papers relate to 
posterior herniation of intervertebral discs.) 


Progress in Orthopedic Surgery for 1943: ‘Tuberculosis of Bones and _ Joints. 
Alan De Forest Smith, New York, N. Y. Arch. Surg., 49:356-57, Nov. 1944. (A 
review of the literature of 1943, with editorial comments.) 


Progress in Orthopedic Surgery for 1943; Conditions Involving the Foot and 
Ankle. Emil D. W. Hauser, Chicago, Il, and Robert P. Montgomery, Mil- 
waukee, Wis. Arch. Surg., 49:348-56, Nov. 1944. (A review of the literature 
of 1943 with editorial comments; includes treatment of fractures of the foot 
and ankle.) 


Clinical Use of Products of Human Plasma Fractionation. III. The Use of 
Products of Fibrinogen and Thrombin in Surgery. Franc D. Ingraham and 
Orville ‘T. Bailey, Boston, Mass. J.A.M.A., 126:680-85, Nov. 11, 1944. (New 
materials for use in surgery have been made possible by preparation of purified 
human fibrinogen and thrombin. Fibrin foam with thrombin is a new ab- 
sorbable agent, prepared from fibrinogen thrombin of human blood plasma. 
Fibrin film was used in repair of dura and in prevention of meningocerebral 
adhesions in 59 cases.) 


Apparatus for Developing Muscles and Mobilising Joints below the Knee. I. S. 
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Smillie and G. C. Thompson (Sergt.-Instructor, Army Physical ‘Training 
Corps) Lancet, 2:112, July 22, 1944. (Describes an apparatus that is used to 
develop individual groups of leg muscles, and to increase the range of motion 
of ankle, subtaloid and midtarsal joints. Used especially after prolonged im- 
mobilization in plaster.) 

Heart in Surgical and Orthopedic Conditions. Frank R. Ober, Boston, Mass. 
J-A.M.A., 126:769, Nov. 18, 1944. (Use of heat is recommended in treat- 
ment of contusions, strains, sprains, dislocations, fractures, synovitis [except 
tuberculosis], bursitis, tenosynovitis, backache, joint stiffness, arthritis, and in 
infantile paralysis.) 

Report of 17 Cases of Posterior Bone Block for Dropfoot Seen and Treated at 
the New Jersey Orthopaedic Hospital, Orange, N. J., from 1933 to 1943. Paul 
C. Wiesenfeld. J. M. Soc. New Jersey, 41:344-46, Sept. 1944. (The average 
age of these 17 patients was 13.2 years and the average interval elapsing be- 
tween injury and operation 9.2 years. No weight bearing was allowed the first 
6 weeks after operation. By the eighth week, restricted motion of the ankle 
was permitted. Good results were obtained in 88.2 per cent of the cases. The 
patients were free from symptoms 3 to 4 years after operation. It is suggested 
that where lateral (varus) deformity of the foot is accompanied by moderate 
equinus, it might be well to correct the 2 deformities by means of a posterior 
bone block operation at the same time a stabilization procedure is done.) 

The Investigation of Sciatica and Lumbago—The Radiological Aspect. James F. 
Brailsford, Queen Elizabeth Hospital, Birmingham. Brit. J. Radiol., 17:308-11, 
Oct. 1944. (Roentgenological features of lumbosacral lesions associated with 
generalized diseases of the skeleton, trauma, localized disease and disc lesions.) 

An Analysis of the More Important Orthopedic Information. Alf. R. Shands, Jr. 
(Lt. Col., M.C., A.U.S.). Surgery, 16:569-616, Oct. 1944. (Analysis of the 
more important orthopedic information presented at twelve 2-day regional 
fracture conferences held in the autumn of 1943.) 


44. Fractures 


BEADED WIRES IN TREATMENT OF FRACTURES 
OF THE LEG 


CHARLES N. PEASE 


Chicago, Il. 
S. Clin. North America, 174-91, Feb. 1945 


Not all fractures of the leg, and especially oblique and spiral frac- 
tures of the tibia, can be treated by fixation in plaster. For such cases 
the simplest measure available is the beaded Kirschner wire developed 
by ‘Thomson and Ferciot. It has been used in over 68 cases of closed 
reduction of fractures of the leg with good results and affords positive 
local control of the fragments, which cannot be said of any other 
closed method. ‘The fine wire causes minimal trauma to the bone. 
There has been no incidence of osteomyelitis or nonunion in any of 
the cases treated. 

The technic of this method is described as follows: A careful study 
of roentgenograms before reduction is important in order to determine 
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the shape, position and number of fragments to. ascertain the direction 
of insertion of the beaded wires. With the patient on a fracture table 
under general anesthesia, a plain Kirschner wire is drilled through the 
os calcis. A bow is then applied and fastened to the foot piece of the 
fracture table, after which screw traction is applied until the fragments 
can be gently manipulated into position. ‘The site of election for drill- 
ing one beaded wire can be easily determined by palpating the end of 
a long fragment, aided by the roentgen findings. ‘The area may also 
be selected by use of the fluoroscope. ‘The beaded wire is then drilled 
into the bone through a puncture wound in the skin. When the bead 
strikes the bone further progress of the wire is stopped. With this wire 
acting as a landmark, the remaining beaded wires to be drilled are 
introduced alternately in opposite direction. A Kirschner bow with 
Thomson attachment or the double transverse traction bow is then 
applied and fragments are brought together. A long leg cast is applied 
and, after it has set, tautening bolts are fastened to the protruding wires 
in order to hold the beads firmly against the bone. A washer or slot- 
ted metal piece may be placed between the bolt and the cast so that 
the latter will not become indented. The wire in the os calcis used 
for traction is then removed. A long metal “U”’ shaped bar in’which 
small holes have been drilled at quarter-inch intervals is incorporated 
in the cast for use in compound fractures. ‘The wires are then directed 
through one of the holes and the tautening bolts are attached to the 
wires on the outside of the bar. It is thus unnecessary to use counter- 
pressure on the cast by the bolt which allows the removal of the plaster 
over the denuded area so that the wound may be dressed. 

After reduction, roentgenograms are made to confirm position, and 
if transverse traction at the time of reduction was inadequate, the slack 
can be taken up by the screw in the tautening bolt. Skin-tight or snug- 
fitting casts are not necessary, but a generous amount of padding is 
recommended which allows for possible swelling of the extremity. The 
cast serves as a reinforcement against which the tautening bolts 
maintain continuous Opposing traction of wires. As fixation is against 
the bone, the cast is not necessary for maintenance of position of the 
fragments After recovery from the anesthesia, the patient may be am- 
bulatory and leave the hospital. Weight bearing with crutches is per- 
mitted. After 5 or 6 weeks the cast and wires are removed and a snug- 
fitting cast is applied, allowing full weight bearing as soon as the cast 
is dry. A block of rubber or ball of plaster is incorporated in the bot- 
tom of the cast to facilitate walking. ‘The plaster ball is preferable 
because it is harder. 

Figures and descriptions of various types of fracture in which this 
method was used and the results obtained are included. Such cases 
include oblique and spiral fractures of the tibia, tibiofibular disloca- 
tions, fractures of the patella, tibial plateau fractures, posterior malleo- 
lar fractures, and fracture-dislocations of the knee. 3 references. 15 
hgures. 
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FRACTURES AT THE UPPER END OF THE HUMERUS: A 
CLASSIFICATION BASED ON THE ETIOLOGY 
OF THE TRAUMA 


ERNEST DEHNE 
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Northwestern Medical School, Chicago, Il. 
S. Clin. North America, Chicago No., 28-47, Feb. 1945 


In this paper fractures are classified according to their etiology as 
fractures caused by the lateral, dorsal or central mechanism, and re- 
ferred to, according to the specific morphological appearance of these 
3 groups, as 3-fragment fractures, 2-fragment fractures, or head-split- 
ting fractures. 
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The mechanism of injury is described for each type of fracture and 
treatment briefly suggested. ‘“Chree-fragment fractures fare best if left 
alone. Correct treatment consists of supporting the forearm with a 
sling. Return of function in the shoulder is encouraged from the 
beginning by assisted motion carried out daily as far as the absence of 
pain permits. Patients are encouraged to be up and about during the 
day and in a semi-sitting position on a backrest at night. In a few 
cases complications may require surgical intervention. In the 2-frag- 
ment type, with strongly impacted and angulated fractures, reduction 
is performed by manipulation under anesthesia with subsequent sup- 
port in a sling or hanging cast. In cases of recurrent dislocation, in- 
stead of cutting the subscapularis transversely as suggested by Bankart, 
the author dissects it from its attachment on the lesser tuberosity and 
the capsule in order to permit transplantation of the attachment from 
the lesser tuberosity to the cresta tuberculis majoris. Another minor 
modification of the Bankart procedure was attachment of the limbus 
and capsule to the bone by using a screw and washer placed obliquely 
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through the neck of the scapula. In fractured dislocations anatomical 
reduction only, preferably by the closed method, leads to full recovery. 
Surgical removal of the head fragments is preferable only to inadequate 
surgical reduction or no therapy at all. 

The prognosis in fractures of the greater tuberosity is much more 
guarded than in uncomplicated fractures of the head of the humerus 
and it is therefore suggested that these fractures be treated in bed by 
early immobilization with suspension-traction. ‘The same treatment is 
recommended for head-splitting fractures. 6 references. 22 figures. 


THE TREATMENT OF FRACTURES OF BOTH BONES 
OF THE FOREARM 


Epwarp L. CoMPERE 


Northwestern University Medical School, Chicago, Il. 
S. Clin. North America, Chicago No., 48-58, Feb. 1945 


Following a brief discussion of the anatomy of the forearm and the 
types of fracture to be encountered, the author enumerates the follow- 
ing considerations as important in the treatment of fractures of both 
bones of the forearm: 

1. Restoration of length. 

2. Accurate apposition of fracture surfaces. 

3. Correction of alignment. 

4. Wide separation between radius and the ulna at the site of frac- 
ture. 

Complete immobilization: (a) with the elbow flexed 90 degrees; 
(b) by means of anterior and posterior plaster splints; (c) by extend- 
ing plaster splints to the metacarpophalangeal joints and well above 
the elbow; (d) with the forearm completely supinated for fractures 
above insertion of the pronator radii teres and in midsupination-pro- 
nation for fractures distal to insertion of pronator radii teres. 

6. Oblique fractures may be treated by continuous traction, open 
reduction and plating, or skeletal pins, such as the Roger Anderson, 
Stader or Haynes types. 

7. Recent compound fractures should be débrided, cleansed thor- 
oughly and closed without drainage. Use metal plate fixation if frac- 
ture fragments cannot be engaged end-to-end and thus held securely in 
position. 

8. Old ununited fractures require the osteogenetic stimulus of an 
autogenous bone graft which may be held securely in contact with both 
fracture fragments by means of a metal plate with the screws passing 
through the graft and both cortices of the respective forearm bone. 
Open reduction and grafting of the radius alone is usually sufficient. 
With the radius fixed it is possible in most cases to obtain a closed re- 
duction and union of the ulna. 

9. Old infected ununited fractures of both bones of the forearm 
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should be treated by removal of sequestra and other necrotic tissue. 
Frost the wound with sulfanilamide, pack loosely with petrolatum 
gauze and apply a circular plaster cast. If bone is still ununited after 
6 months use autogenous bone graft and metal plate. 

Six illustrative cases are described in detail with comments. 


FRACTURES OF THE ELBOW IN CHILDREN 
Joun J. FAHEY 


University of Illinois College of Medicine, Chicago 
S. Clin. North America, 59-80, Feb. 1945 


The frequency of each type of elbow fracture, which is one of the 
most common sites of fracture in children, in 100 consecutive cases in 
children under 14 years of age at St. Francis Hospital, Evanston, IIL., 
is shown in a table. Supracondylar fractures were observed in 60 
per cent of these cases, lateral condyle fracture in 15 per cent, fracture 
of the medial epicondyle in 7 per cent, of the radial head and neck in 
7 per cent, of the olecranon in 4 per cent, intercondylar T- or Y-frac- 
tures of the lower end of the humerus in 2 per cent, of the coronoid 
process of the ulna in 2 per cent, of the external epicondylar epiphysis 
in no cases. Epiphyseal separation of the lower end of the humerus 
was noted in one case and 7 dislocations were seen during the time 100 
fractures of the elbow came under treatment. 

It is estimated that elbow fractures constitute the second most com- 
mon site of fractures occurring in children, the most common: being 
the lower portion of the radius. Screw traction through the upper end 
of the ulna is the treatment of choice in certain displaced supracon- 
dylar fractures where closed manipulation fails and lateral adhesive . 
traction is inadvisable. 

Displaced capitellar fractures usually require open reduction to 
accomplish a satisfactory result. Fractures of the radial neck with dis- 
placement should be replaced by open reduction, if necessary, as re- 
moval causes a gradual increasing deformity of the elbow and wrist. 
In the occasional case where removal is unavoidable, growth arrest of 
the lower end of the ulna should be performed in order to equalize 
growth of the two long bones of the forearm. Unreduced fractures of 
the internal epicondyle should be accurately replaced in order to obtain 
union and avoid local growth disturbance and subsequent ulnar neu- 
ritis. In older children, the epicondyle can be removed and the fibrous 
muscular attachment sutured over the defect, resulting in a more rapid 
recovery and without impairment from a cosmetic or growth stand- 
point. 

Dislocation of the elbow unassociated with a fracture is a rare injury 
as compared to fractures (2 per cent). In cases that require reduction 
or where subsequent swelling is anticipated hospitalization and careful 
observation will reduce the incidence of complications. 14 references. 
16 figures. 
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THE TECHNIC OF PLATING LONG BONE FRACTURES 
Witt F. Lyon 


University of Illinois College of Medicine, Chicago 
S. Clin. North America, 99-110, Feb. 1945 


In discussing the technic of bone plating, the author does not mean 
to imply that every fracture should be plated, but he feels that plating 
does afford a safe and dependable means of internal fixation which 
both facilitates healing in good anatomical position and minimizes the 
need of external splints, thereby shortening the period of disability. 
Following a description of 5 illustrative cases, he describes the equip- 
ment and technic of plating. ‘The Goodwin clamp with an adjustable 
drill guide has a ratchet which locks the handles and measures the 
thickness of the bone, thus indicating the length of the screw to be 
used. He has found the Sherman plate most generally acceptable, but 
in some badly comminuted fractures a McBride plate may permit an- 
chorage of more fragments. ‘I. & G. plates are longer and easily bent 
to conform to the bone surface, but several will have to be nested to- 
gether to obtain sufhcient rigidity. Hawley’s angle plate affords the 
most perfect immobilization. 

‘The author regrets the departure from Sherman's original design 
calling for a plate that was curved to fit humerus or femur and which 
was wider and thicker at the point of greatest strain where most plates 
break. Following selection, the plate is placed most advantageously 
and held by the bone clamp while the holes are drilled and the screws 
are inserted. If transfixion screws are to pull the bone fragments to- 
gether, the hole in the proximal fragment must be slightly larger than 
the screw, and that in the distal fragment small enough for the threads 
to engage. ‘The drill size should be slightly larger than the root diam- 
eter of the screws. Cheap 5 and 10 cent store wire drills have the ad- 
vantage that they will bend rather than break. On drilling into the 
bone one may keep the drill centered in the hole by the aid of a small 
drill-centering jig, or by first making a few turns with a larger drill, 
whose beveled end just fits into the bevel in the hole of the plate. In 
drilling through the distal cortex, the hole in the near cortex acts as a 
guide. ‘he proper length of the screw to reach through and slightly 
beyond the distal cortex can be ascertained by placing a clamp on the 
drill just as it emerges through the bone, or by using a depth gauge. 
The type of screw selected will vary somewhat with the bone to be 
plated. For the femur, humerus or tibia a coarse thread is better, but 
in bones with a thinner cortex, a finer thread will hold better. The 
screw is started with a screw driver and then turned in slowly with 
moderate pressure until all threads are engaged. Before the screw is 
given its last few turns, the holding jaws of the screw driver must be 
released so that the screw can be firmly seated. If the drill size is right 
and the screws were started carefully, they may be turned down firmly 


with no fear of stripping. All of them should go through both cor- 
tices. 
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For closing these wounds and for ligatures, the author prefers 
either fine cotton or a fine chromic gut (00), and some sulfa crystals 
may be dusted in if desired. After the skin is closed and sterile dress- 
ings laid over the incision, fluffs or a good grade of mechanics’ waste 
is applied and wrapped snugly with an elastic (Ace or similar) band- 
age, to afford gentle compression. 

After the operation the limb should be placed in balanced suspen- 
sion. Slight motion is begun as soon as pain permits. Plates should 
not be removed unless they cause trouble. If a plate does cause trou- 
ble it should be removed. It will have served its purpose after 2 or 3 
months usually. ‘The possible exceptions were compound fractures 
which were treated by packing the open wound with petrolatum gauze 
after a thorough cleansing and plating. Here plating helps to keep 
the bone ends in apposition while the wound is healing and renders 
handling infinitely easier and less painful. 11 figures. 


TRANSCONDYLAR FRACTURES OF THE HUMERUS 
TREATED BY DUNLOP TRACTION; RE- 
PORT OF TWENTY-ONE CASES 
Puitie D. ALLEN and ArTHUR E. GRAMSE 


Bellevue Hospital, New York, N. Y. 
Am. J. Surg., 67:217-27, Feb. 1945 


Dunlop’s method of traction for transcondylar fractures of the 
humerus has been used in the Children’s Surgical Service of Bellevue 
Hospital since the early part of 1939. As a rule most of the details of 
the method outlined by Dunlop have been followed. ‘Traction is at- 
tached immediately on admission to the forearm up to the elbow, the 
side of the bed elevated, and a sedative, usually small doses of mor- 
phine, given. ‘The weight is then attached to the forearm, with coun- 
ter-traction to the arm. Roentgenograms are taken every few hours, 
using a portable machine. Asa rule, good reduction has been obtained 
within 12 to 16 hours in the cases treated by this method. At present 
the authors advocate manipulation under anesthesia with the traction 
in place, if satisfactory reduction is not obtained in 24 hours, or at 
least if the fragments are not showing * ‘a progressive tendency toward 
anatomical replacement” in this time. ‘The amount of traction and 
counter-traction varies with the patient. As a rule the authors use 
from 3 to 6 lbs. on the forearm and | to 3 lbs. as counter-weight on the 
arm. ‘The traction is allowed to remain in place for at least 2 weeks, 
sometimes for 3 weeks, until the union is fairly firm. With this method 
plaster is not used, but the arm is placed in a sling after the removal of 
the traction, and active motion is encouraged. 

In the 21 cases treated by this method, 2 have been treated so re- 
cently that end results cannot be evaluated. Fourteen of the other 19 
patients have been followed up; the 5 not followed up were compara- 
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tively simple cases and had good reduction and apparently a favorable 
prognosis on discharge. Of the 14 patients followed up, 8 show “‘per- 
fect” end results; 2 have decreased carrying angles, which is slight in 1 
case, ‘quite definite” in the other, but with perfect function in both; 
| shows a prominence of the medial humeral condyle but perfect func- 
tion. One patient showed a slight limitation of flexion after two 
months’ follow-up and another very slight loss of extension after 
five months’ follow-up, but the authors are of the opinion that perfect 


function will be obtained in these 2 cases after a sufficient length of 
time. 


MODIFIED TREATMENT FOR FRACTURE OF THE HEAD 
OF THE RADIUS 
R. W. PostLerHWwair (Capt., M.C., A.U.S.) 
Am. J. Surg., 67:77-86, Jan. 1945 


In fractures of the head of the radius, the diagnosis is usually easily 
made, although in some cases special oblique radiograms are necessary 
to visualize the fracture line. ‘The chief symptoms are increasing pain 
and decreasing motion, beginning soon after the injury. Examination 
shows limitation of motion, especially pronation and supination, bulg- 
ing of the joint capsule and tenderness over the head of the radius. If 
there is no marked displacement the best results in the treatment of 
these fractures have been obtained by the use of immediate motion, as 
reported by Mason and Shutkin in 1943. At the Presbyterian Hospital 
in New York, aspiration of the hemarthrosis and early active motion 
have been widely used in the treatment of fractures of the head of the 
radius. ‘The author’s method of treatment includes aspiration of the 
joint and injection of procaine into the joint followed by active motion. 

For aspiration of the joint, a fluctuant swelling, representing the 
distended joint capsule is located in the triangle formed by the head 
of the radius, the lateral epicondyle and the tip of the olecranon, and 
the needle introduced into the joint. From 15 to 30 cc. of blood may 
be aspirated; then from 5 to 8 cc. of | per cent procaine is injected into 
the joint. If the aspiration is performed soon after injury before bleed- 
ing has stopped, a second aspiration and injection may be necessary. 
This procedure is followed by relief of pain and increase in motion. 
The arm is placed in a sling, but the patient is instructed to remove 
the sling 4 times daily and exercise the elbow for about 20 minutes each 
time, avoiding motion that causes pain. After a week the sling is re- 
moved and the patient is given “simple tasks’ that require use of the 
arm but not movements that cause pain. No form of physiotherapy is 
given. The time of discharge from the hospital varies with the nature 
of the duty to which the patient is assigned. No heavy work is allowed 
until it is thought that full union has occurred. In 8 cases treated by 
this method, 2 showed moderate displacement of fragments. Recovery 
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of function was complete in all but | case (with displacement of frag- 
ments) in which there is lack of full extension but by less than 5 
degrees. On the average about 14 days’ hospitalization is required 
with return to light duty in 4 weeks and full duty in 6 weeks. 


THE FIXATION OF FRACTURES OF THE UPPER FEMUR 
AND HIP WITH THREADED, HEXAGON-HEADED, 
STAINLESS-STEEL SCREWS OF FIXED LENGTH 


Paut H. HARMON 


From the Section on Orthopaedic and Traumatic Surgery, the Guthrie Clinic and 
Robert Packer Hospital, Sayre, Pa. 


J. Bone & Joint Surg., 27:128-37, Jan. 1945 


A new type of slender, long, threatled, stainless-steel screw is de 
scribed. ‘The advantage of a screw in the fixation of hip fractures is 
that it obtains and holds impaction of the fragments. ‘The upper 
lateral femoral cortex is the site of counterpressure for this impacting 
force, which should be diffused by steel washers or plastic plates. In 
the fixation of trochanteric fractures, it is necessary to use a plate exten- 
sion, fixed by the screws to the lateral cortex of the upper femoral shaft, 
to maintain internal rotation and to counteract the tendency to redis- 
placement. ‘The important principles in the management of patients 
with these fractures are early reduction, fixation following an anatomi- 
cal replacement of fragments, a postoperative regimen sufficiently flex 
ible to avoid decubitus and other ills of prolonged and enforced recum- 
bency, and the avoidance of ambulation (even with crutches) until 
union is well under way. 

The results in 35 cases of fresh transcervical fractures include satis- 
factory union with a viable head in 88.6 per cent of cases. Union was 
secured by subtrochanteric osteotomy (the necessity of the operation 
indicated by an open fracture line in the coremgenogtam 6 months after 
fixation) in 3 additional cases, or a total of 97.2 per cent. “here were 
no fatalities in this series, and no cases of early necrosis of the femoral 
head. Since the cases were observed for only | to 3 years after opera- 
tion, no statements could be made about late necrosis of the femoral 
head. 

The results in 45 cases of trochanteric fractures include satisfactory 
union without shortening in 88.8 per cent. Mortality from the usual 
causes among aged patients was observed in 5 cases (11.1 per cent). 
This represents reduction of mortality to less than one-third that ob- 
served in a larger series of cases treated conservatively in the same hos- 
pital over a 10-year period preceding this study. 33 references. 5 
figures. 
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A TREATMENT FOR DISPLACED FRACTURES 
OF THE PELVIS 
CARROLL M. Sitver (Capt., M.C., A.U.S.) and Harotp W. Russrivce (Major, 
M.C., A.U.S.) 


J. Bone & Joint Surg., 27:154-56, Jan. 1945 


In 1935, Jahss reported an ingenious technic for treatment of frac- 
tures of the pelvis, which was both simple and effective. The lower 
extremities were encased in individual long-leg plaster casts, and two 
turnbuckles were incorporated between them, one transversely between 
the thighs, and the other between the ankle portions of the casts. This 
created a trapezoid with rigid sides and movable horizontal bars. The 
lower extremities thus became functional levers. By opening the 
upper turnbuckle and closing the lower one, a powerful horizontal 
distracting force could be applied to the pelvis through the medium of 
ligaments of the hip joints. Overriding fractures of the ischial and 
pubic rami, or fractures of the acetabulum with intrapelvic protrusion 
of the femoral head, could be reduced readily by this method. In the 
case of a distraction injury of the pelvis, such as a separation of the 
symphysis pubis, a compression force to effect reduction was applied 
to the pelvis by closing the upper turnbuckle and opening the lower 
one. 

A case is described in detail occurring in a young lieutenant in the 
service and admitted to a station hospital in North Africa. Jahss’ 
method was used, employing a simple substitute for the turnbuckles. 
This method may be found useful in cases of pelvic fracture in mili- 
tary hospitals overseas where non-standard equipment must often be 
improvised or a substitute found. ‘The materials needed include plas- 
ter of paris, sheet wadding, felt, a block of wood, and a webbed strap 
or ordinary trousers belt. For a distraction fracture or pubic sym- 
physis separation, the block of wood and webbed strap are simply re- 
versed. Morphine sedation was adequate for the reduction procedure 
in the present case. “The obturator muscles and pelvic ligaments act 
as automatic aids to check the possibility of overdistraction in the re- 
duction of overriding fractures. In 1939, Jahss advised the use of two 
turnbuckles between the thighs to prevent external rotation of the 
lower extremities, since the transverse distracting force was not affected. 
In fact, a slight amount of external rotation is desirable, since it reduces 
the amount of direct stress on the lateral ligaments of the knee, caused 
by the leverage action of the reduction mechanism. 

Of great importance in wartime is the fact that the patient can be 
transported with safety to a base hospital, or other echelon installation. 
Associated wounds of the pelvis can be treated with ease, since only the 
lower extremities are enclosed in the cast. If the pelvic fracture is 
complic ated by displacement in the vertical axis, the incorporation of 
a Roger Anderson well-leg apparatus in the casts for vertical traction, 
as reported by Jewett, would be advisable. 2 references. 4 figures. 
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SOME REMARKS ON THREE COMMON FRACTURES. 
1. FRACTURES OF ‘THE CARPAL SCAPHOID. 
2. FRACTURES OF ‘THE HEAD OF THE 
RADIUS. 3. FRACTURES OF THE 
MEDIAL MALLEOLUS 
D. M. MEEKISON 


Vancouver, British Columbia, Canada 
J. Bone & Joint Surg., 27:80-85, Jan. 1945 


‘The author emphasizes the importance of taking roentgenograms 
of “sprained wrist” in at least 4 projections. If a scaphoid fracture is 
suspected even in the absence of roentgenologic evidence, the wrist 
should be immobilized for 3 weeks and the roentgenographic study 
should then be repeated. In 8 of the 115 cases in the present series the 
fracture became evident in the later roentgenogram. Subluxation of 
the semilunar must not be overlooked. Good results may be obtained 
by the closed method of treatment, 1.e., adequate immobilization in 
plaster for 8 weeks or more, in 100 per cent of fresh fractures. 

In old fractures (unrecognized or untreated for a month or more) 
treatment may consist of immobilization, excision, bone graft or 
arthrodesis of the wrist. Immobilization is reserved for fractures which 
are not too old—that is, 1 to 3 months—and in which accurate reduc- 
tion can be obtained. Excision applies to the proximal fragment when 
it is the smaller of the two and shows evidence of aseptic necrosis. Ex- 
cision should never be done when the fracture is at the waist. If exci- 
sion is done, it should be undertaken early, before changes occur in 
the articular cartilage of the radius. For bone graft, the simple dorsal 
approach, using a peg or inlay graft, is the safest. “This method was 
used with good results in 17 of the 115 cases. 

The fracture may be kept reduced by means of a ‘Thomas spike 
while the graft is placed. In old scaphoid fractures with arthritic 
changes in the adjacent carpal articulations, arthrodesis of the wrist 
is indicated. “The procedure of choice is the bail graft, described by 
Brittain. ‘The necessity of eliminating all available articular cartilage 
is stressed. Of 77 fresh fractures, excellent results were obtained in 
60 by simple immobilization. In 38 cases of old fracture, the following 
complications were noted: arthritic changes in 14, cystic degeneration 
in 22, aseptic necrosis of the proximal fragment in 2. Of the 115 cases 
only 4 resulted from aircraft crashes. Ninety-three were fractures at 
the waist, 15 were distal to the waist including the tubercle, and 7 were 
in the proximal third of the bone. 

In fresh fractures of the head of the radius, in patients beyond the 
growth period, excision within a week or so of injury is advocated and 
yields excellent results.. In older fractures, the mechanical disadvan- 
tage of an irregular or eccentric head is easily corrected, but there is 
no solution for the problem presented by the changes that have oc- 
curred in the capsule. ‘The operation includes a short incision (3 to 
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3.5 cm.) axial in direction and lateral to the head of the radius, made 
with the elbow flexed to about 90 degrees and the forearm pronated. 
The incision is so placed that the joint level is approximately at the 
junction of the upper and middle thirds. ‘The extensor origins are 
separated in the line of the fibers by blunt separation, and the joint 
capsule is exposed and incised. A Thomas spike is inserted on either 
side, just distal to the head. ‘he neck is sectioned at the level of the 
superior border or the orbicular ligament, after which the head can 
easily be withdrawn. All irregularities are removed from the stump of 
the radius, and the capitellum is carefully inspected. ‘The capsule is 
folded in between the capitellum and the stump by means of a catgut 
suture, coapting the anterior and posterior portions of this structure 
to act as a partial covering for the stump, and the wound is closed. 
Four interrupted sutures are placed in the skin. ‘The operation is done 
under a tourniquet. Active movement is begun almost as soon as the 
patient is awake, and the patient carefully trained in essential move- 
ments. Slings are not allowed. In a fresh fracture good results may 
be anticipated in from 3 to 6 weeks. All fractures of the head or neck 
of the radius require surgical treatment. 

In the present series of 110 cases of fracture of the head of the 
radius, 78 were operated on and 57 showed definite evidence of injury 
to the articular cartilage of the capitellum, ranging from fine crenula- 
tion to complete avulsion. Of the 32 patients not operated on, only 3 
regained complete range of movement, and 8 complained of pain at 
the extremes of arc movement. ‘The average limitation of extension in 
those not operated on was 15 degrees. All of the 78 cases operated on 
ultimately had no pain. In cases with late operations the average lim- 
itation of extension was 5 degrees. Only | complication was noted in 
the 110 cases, namely, damage to the dorsal interosseous nerve, caused 
by contusion from traction at the time of operation. There was no 
sign of recovery in the extensor pollicis longus after 6 months. 

Fractures of the medial malleolus with displacement should, in the 
author's opinion, be treated by open reduction and internal fixation 
(vitallium screw) if adequate facilities and an efficient surgeon are 
available. Following operation, a below-the-knee padded cast is ap- 
plied with the foot in midposition for 10 to 14 days, and then a non- 
padded plaster is substituted. Freedom of movement of the toes is 
essential in these plasters. A felt or rubber heel is incorporated in 
the second plaster. Walking irons should not be used. Union should 
be solid in 8 to 10 weeks, ah when the final plaster is removed, a 
viscopaste bandage is applied for | or 2 weeks to control swelling. In 
a series of 53 cases treated by Operation there were 3 poor results. In 
the other 50 cases results were excellent. 4 references. 
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EXTERNAL FIXATION OF FRACTURES: AN ANALYSIS OF 
EIGHTY CASES 
IRWIN E. Siris 


From the Department of Surgery, New York University College of Medicine and the New York 
University Surgical Division, Bellevue Hospital, New York City, N. Y. 


Ann. Surg., 120:911-42, Dec. 1944 


Results are reported in a series of 80 cases of fracture treated by 
external pin transfixion at the Bellevue Hospital during the past 314 
years. ‘The high incidence of discharge from the pin sites (46 per 
cent), of osteomyelitis of the pin sites with persistence of discharge long 
after the fracture had united (22.5 per cent), and of deaths (10 per 
cent) should preclude the further use of the method as a rant pro- 
cedure for fractures of the long bones and of the neck of the femur. 
The procedure should be used only in selected cases and by those who 
have been specially trained in the technic. ‘The potential dangers of 
infection of the sites of pin insertions far transcend the dangers of dis- 
traction, delayed union and nonunion. ‘The latter does not endanger 
the lives of patients and is more readily preventable and amenable to 
treatment. “Phe method should be restricted to certain problem frac- 
tures and to persistently displaced compound fractures, in which, by 
visual manipulation, the reduction can be facilitated and maintained, 
until a properly fitting encasement can be expected to maintain the 
realignment of the fragments. 

‘Too much emphasis has been laid on ambulation and joint motion. 
Ambulation and early mobilization of joints should not be the motivat- 
ing factors for the use of external mechanical pin fixation. 

Infection of the pin sites and distraction and delayed union are 
attributed to (1) ambulation and motion of joints without plaster; (2) 
friction of the soft tissues against a pin which causes the infection and 
osteomyelitis; (3) pressure necrosis of the bone by a pin which impairs 
the stability of the fixation, permitting a continuous hyperemia of the 
fracture site with absorption of the ends of the bone, resulting in dis- 
traction of fragments; (4) the prolonged use of pins; (5) failure to 
immobilize adequately the extremity and pins in plaster; and (6) fail- 
ure to reapply a snugger encasement when the swelling subsides. 37 
references. 20 figures. 4 tables. 


REFERENCES TO CURRENT ARTICLES 


Compression Fracture Resulting from Accidental Stimulation of Carotid Sinus. 
Charles U. Hauser (Major, M.C., A.U,S.). J.A.M.A., 126:1029, Dec. 16, 
1944. (During application of a cast to his wrist the patient was seized with a 
violent convulsion, and after he was lifted from the stool he lay unconscious 
for about 5 minutes. On recovery he complained of violent pain in the dorsal 
spine and x-rays revealed compression fractures of the llth and 12th dorsal 
vertebrae. These were successfully treated by usual methods. ‘The pressure 
of a tight collar against his neck which was acutely flexed by the weight of 
his unsupported head had served as a trigger to release the convulsion. Con- 
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vulsions from pressure on a hyperirritable carotid have been observed, but are 
rare.) 

Ununited Fractures of the Carpal Scaphoid: Preliminary Report on the Use ol 
Vitallium Replicas as Replacements after Excision. Richey Waugh and Louis 
Reuling, U.S. Marine Hospital, Boston. Am. J. Surg., 66:184-200, Feb. 1945. 
(Report of the use of a replica of vitallium for replacements after total 
excision of ununited carpal scaphoid fragments in 3 patients. Sufficient length 
of time has not elapsed to permit final evaluation. The greatest value of these 
replicas would seem to be in selected cases of ununited fractures of the carpal 
scaphoid such as old cases of non-union and cases of reinjury, as possibly also 
in fresh badly comminuted fractures involving the proximal portion.) 


Fractures Involving the Articular Surfaces of the Os Calcis. Manley A. Page 
and E. Bishop Mumford, Indianapolis Industrial Clinic, Indianapolis, Ind. 
S. Clin. North America, 161-73, Feb. 1945. (A method simular to that re- 
ported by Herman for treatment of these fractures is described. In this 
method the manipulative force is exerted to bring the distal fragment into 
contact with the proximal fragment by extreme plantar flexion of the foot. 
The lateral displacement of the fragments is then reduced. “The method of 
applying the cast and later care is described. Good results were obtained in 
77 per cent of 17 cases, fair or poor in 18 per cent, and very poor results 
In 9 per cent.) 

Presidential Address. Charles S$. Venable, American Association for the Surgery 
of Trauma. Am. J. Surg., 66:145-55, Feb. 1945. (The author discusses the 
absence of excess of new bone growth, meaning callus, in the presence of com- 
pletely rigid fixation of bone fragments using metals without chemical irrita- 
tion by internal fixation.) 

The Use of Longitudinal Wires in Bones in the Treatment of Fractures and 
Dislocations. Gordon Murray, ‘Toronto General Hospital, University of 
loronto. Am. J. Surg., 66:156-67, Feb. 1945. (The author concludes that 
longitudinal wires in bones provide excellent fixation of certain selected frac- 
tures, especially those in which it is difhcult to obtain satisfactory fixation by 
external splinting either with or without skeletal pins. 154 patients were 
treated with longitudinal wires, with only | case of infection. ‘The wires will 
not migrate. It is to be noted that Davis of Brussels used such wires long 
before Murray's first report.) 

Roentgenographic Interpretation of What Constitutes Adequate Reduction of 
Femoral Neck Fractures. Robert ‘VT. McElvenny, Northwestern University 
Medical School, Chicago, Ill. Surg., Gynec. and Obst., 80:97-106, Jan. 1945. 
(There were 4 failures in this group of 38 consecutive sub-capital or trans- 
cervical fractures. ‘The longest time from fixation in this series was 4 years 
and 8 months, the shortest 18 months. There was | death. Ages ranged from 
35 to 99 vears. “There were 5 males in the series. Suggestions for standardiza- 
tion of what constitutes adequate reduction of intracapsular femoral neck frac- 
tures are presented.) 

Fluorine and Fractures (Editorial). J.A.M.A., 127:399-400, Feb. 17, 1945. 
(Briel review of recent articles on the relation of fluorine to fractures. It 
would seem that normal renal function is a safeguard against suspected toxic 
bone fluorosis in adult human subjects even in regions where the potable 
waters contain appreciable amounts of fluorine.) 


Compound Fractures Occurring in the Army: Factors Influencing ‘Treatment. 
William F. Stanek (Major, M.C., A.U.S.) and Wendell C. Peterson (Capt... 
M.C., A.U.S.). Am. J. Surg, 66:333-41, Feb. 1945. (Review of compound 
fractures seen in 3 different installations in replacement training centers. Six 
illustrative cases, emphasizing that care of compound fractures must be modi- 
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fied according to circumstances under which the accident occurs, the extent of 
injury, and the damage done to structures other than bone. Experience gained 
in treatment of civilian type of wounds is only of limited value in caring for 
battle casualties.) 

On the Use of Penicillin to Control Infections in Open Fractures of the Femur; 
Interim Report. Ronald Furlong (Major, R.A.M.C.) and John M. P. Clark 
Major, R.A.M.C.). Brit. J. Surg., 32:147-54, Suppl. to July 1944. (In a series 
of 70 cases of open fracture of the femur, treated with penicillin, as compared 
with 70 cases not so treated, the mortality and incidence of amputation were 
reduced in the penicillin treated cases, but sepsis was not fully controlled. 
On the basis of this small series of cases, neither the true value of penicillin 
in the treatment of this type of fracture nor the best method of application ot 
penicillin can be definitely determined.) 

Battle Casualty Fractures in Italy; ‘Treatment with Penicillin. J. S. Jeffrey (Lt. 
Col., R.A.M.C .). Brit. J. Surg., 32:144-47, Suppl. to July 1944. (Reports the 
treatment of fractures in battle casualties, by local insufflation of penicillin 
sulfathiazole powder at the Casualty Clearing Station, followed by systemic 
administration of sodium penicillin (intramuscular or intravenous) before and 
after the operative treatment of the fracture at the Base Hospital. Serious 
infection was “largely prevented.” ‘This treatment was used chiefly in fractures 
of the femur, but also in some other open fractures.) 

Battle Casualty Fractures of the Femur; Treatment with Penicillin. R. J. B. 
McEwan (Major, R.A.M.C.) and J. G. Bickerton (¢ sapt., R.A.M.C.). Brit. J. 
Surg., 32:154-58, Suppl. to July 1944. (Reports 12 cases of open eee of 
the Seamus the fractures were treated by the usual methods, the ‘Thomas splint 
being most frequently employed. Sodium penicillin was given by intramuscu- 
lar injection for 5 days. ‘The first injection was given during the operation; 
then injections were given every 3 hours for 3 days; every 4 hours for 2 days. 
The dosage was 15,000 units for each injection. In 9 cases the wounds were 
firmly closed in 3 months; 3 showed persistent minor infection at that time. 
Bone union was satisfactory in all cases.) 


Diagnosis of Fractures of the Ribs, Scapula, Sternum and Mandible. James W. 
Lewis (Major, M.C., A.U.S.). Mil. Surgeon, 96:175-77, Feb.'1945. (Describes 
a method for the x-ray demonstration of fractures of the ribs and other bones 
that have “overlying interfering structures.” ‘This method is applicable only 
to ribs above the diaphragm, where only lung tissue and the ribs on the op- 
posite side are superimposed on the ribs to be demonstrated. With this 
method a low voltage is used; the part to be demonstrated is close to the film, 
and the part to be blurred close to the focal spot.) 


Treatment of Fractures in the Combat Area. Boardman M. Bosworth (Major 
M.C., A.U.S.). Am, J. Surg., 66:342-49, Feb. 1945. (Mentions several im- 
provised apparatus for use in combat areas and the possible occurrence of 
tamponade of the circulation from unsuspected hemorrhage beneath the deep 
fascia in war fractures of the extremities. Skin tight plasters not recom- 
mended for primary treatment of battle fractures in the field. Application of 
the ‘Tobruk splint is described with illustrations. ‘The most frequently used 
anesthetic was sodium pentothal. Early adequate mobilization contributed 
more than any other factor to satisfactory results. ‘This paper is followed by 
combined discussions on the papers of Thorndike, Mayfield, Stanek and Bos- 
worth.) 

Adoption of Portable Fracture ‘Table for Application of Shoulder Spica Casts. 
Joseph D. Farrington (Major, M.C., U.S.A.). Mil. Surg, 96:96. Jan. 1945. 
(Describes a portable modification of a fracture table which permits the appli- 
cation of a shoulder spica cast with the patient in a supine position.) 


Fractures of the Hip as a Problem in Military Surgery. Walter G. Stuck. Mil. 
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Surgeon, 96:58-64, Jan. 1945 [Discusses the treatment of four types of fracture 
of the hip that occur in modern warfare. The treatment varies with the pres- 
ence or absence of soft tissue laceration. ‘The four types of fracture considered 
are: (1) gunshot fractures of the hip; (2) crush fractures of the hip; (3) un- 
complicated fractures of the neck of the femur; (4) uncomplicated fractures 
of the trochanteric region. | , 

“Stress” Fracture. D. R. F. Bertram (Surg. Comdr., O.B.E., R.N.). Roy. Nav. 
M. Service, 50:235-40, Oct. 1944. (Cases of stress fracture similar in nature to 
march fracture but involving other bones are comparatively rare, but probably 
occur more frequently than has been supposed. ‘Treatment of this type of 
fracture is the same as that of other fractures, immobilization and avoidance 
of weight bearing by the use of plaster, “or other means.” ‘Iwo illustrative 
cases are reported, occurring in seamen, one involving the femur, the other the 
tibia.) 

March Fracture. I. J. King, Consolidated Vultee Aircraft Corporation, San 
Diego, Calif. Indust. Med., 14:8-10, Jan. 1945. (Reports 2 cases of march 
fracture in women industrial workers. In 1 case, the patient had dropped a 
small clamp on the left foot before the onset of symptoms; in the other, the 
patient had operated a foot pedal for about 2 weeks. Both these women wore 
“wedgies,” which might have altered the mechanism of the foot. Treatment 
consisted in eliminating this possible cause, a bandage in one case, and rest in 
the other; the second patient was returned to work that did not require the 
use of a foot pedal.) 


Hand Fractures in Industry. C. C. Cutting, Permanente Foundation Hospital, 
Oakland, Calif. California and West. Med., 62:21-22, Jan. 1945. (Discusses 
treatment of fractures of the terminal phalanges of the middle and proximal 
phalanges and of the metacarpals. In general, early definitive treatment of 
fractures of the hand is essential; such fractures should be considered a surgical 
emergency. Accurate reduction and traction are necessary. Nonpadded, well- 
moulded plaster casts are employed, to give maximum immobilization of the 
fragments, but allow maximum function and use of uninjured portions of the 
hand; such use of the uninjured portions is encouraged to lessen disability and 
speed recovery.) 

Fractures of the Zygomatic Tripod. H. Gordon Ungley (Surg. Comdr.., R.N. 
V.R.) and Stephen C. Suggit (Surg. Lt. Comdr., R.N.V.R.). Brit. J. Surg., 
32:287-99, Oct. 1944. (Fourteen cases of fracture of the zygomatic tripod. 
Diagnostic points, classification according to direction of the traumatizing force 
and the value of the canine fossa approach in reduction are discussed as well 
as various methods of fixation to maintain reduction in cases with loose bone 
fragments.) 

Progress in Orthopedic Surgery in 1943: Fracture Dislocations. Eugene M. 
Regan, Nashville, Tenn., R. Beverly Raney, Durham, N. C., Glen Barber, 
Cleveland, Ohio, and Paul Harmon, Sayre, Pa. Arch. Surg., 49:362-66, Nov. 
1944. (A review of the literature of 1943 with editorial comments; it is noted 
that these reviewed articles deal with delayed union and nonunion of fractures 
and grafting techniques, with little emphasis-on malunion.) 

Shaft Fracture Immobilization without Plaster. H. Leslie Wenger, New York 
Post-Graduate Hospital, New York, N. Y. Am. J. Surg., 66:382-83, Dec. 1944. 
(Describes a method for treating fracture of the shaft by fixation with vital- 
lium plates and bolts. The fracture is impacted before the bolts are tightened. 
The fixation is so rigid that immobilization in plaster is not necessary, and the 
joints above and below the fracture are left free for active motion. An illus- 
trative case of fracture of the femur is reported.) 

Aire-Lite; a New Plastic Medium of Clinical Immobilization. J. Kulowski 
(Comdr., M.C., U.S.N.R.), A. M. French (Comdr., M.C., U.S.N.R.) and H. R. 
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Erickson, Seattle, Wash. Am. J. Surg., 66:315-27, Dec. 1944. (Reports the use 
of a new plastic medium—Aire-Lite—tor immobilization in 136 cases, including 
86 cases of fracture and 50 other orthopedic cases. Aire-Lite takes longer to 
set and becomes more rigid than plaster; it cannot entirely replace puaster, 
especially in the treatment of fractures. Its light weight, ventilation and re- 
sistance to moisture are advantageous in many cases. The technic of its 
use is described.) 


45. Dislocations 


SLIPPING OF THE UPPER FEMORAL EPIPHYSIS. DIAG- 
NOSTIC AND THERAPEUTIC CONSIDERATIONS 


WitviAM ‘T. GREEN 


From the Department of Orthopedic Surgery, the Children’s Hospital and the Harvard 
Medical School, Boston, Mass. 


Arch. Surg., 50:19-33, Jan. 1945 


In a consecutive series of 26 patients with slipped upper femoral 
epiphysis in 36 hips, the results in 28 of the hips were assessed after an 
average of 6.3 years. In 10 patients, the condition was bilateral. Early 
diagnosis before significant displacement occurs is the key to the prob- 
lem. In adolescence, limp with pain in the hip, thigh or knee, which 
is often intermittent at the start, is suggestive, partic ularly if the child 
is obese. Reduced internal rotation, abduction and flexion of the hip 
with pain and spasm in the extremes of these motions are early physical 
findings. Early roentgen findings are rarefaction in the metaphysial 
region and anterior displacement of the neck on the head, as seen in 
the lateral view. 

Various methods of treatment evaluated in this report include: (a) 
in those hips with minimal to moderate displacement, best results were 
obtained by a particular combination of traction and plaster fxation: 
(b) in hips with minimal displacement nailing in situ without arthrot- 
omy gave good results; (c) in those hips with severe displacement, open 
reduction with skeletal fixation gave good results, provided certain 
technical criteria. were met. Closed manipulative reduction did not 
seem to be a good method. 

The best results were obtained with the traction-spica-traction 
method and the next best results with the nailing in situ method with- 
out arthrotomy. In the present series, the hips nailed in situ had less 
average initial displacement than those treated by the traction-spica- 
traction method, 0.4 compared with 0.8 cm. In the follow-up study 
the average coefficient of motion in those hips treated by the traction- 
spica-traction method was 98.5; that in those nailed was 88.4. The evi- 
dence suggests that either the traction-spica-traction method or the 
nailing in situ method is satisfactory for slipped epiphysis with minimal 
displacement, and that in addition the traction- -spica-traction method 
is effective for hips with moderate displacement up to an estimated 
amount of 1.5 cm. So far results of the traction-spica-traction method 
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seem to be better than those obtained by other methods. Further dis- 
placement cannot occur if internal rotation is maintained. In only | 
of 18 hips treated by the traction-spica-traction method was there recur- 
rent slipping. In only one instance did slipped epiphysis occur on the 
opposite side after treatment by this method, and this was nearly 3 
years following the initial lesion. 

In selecting the method to be used one has to consider the facilities 
available, the experience of the personnel, and the effectiveness with 
which the activities of the patient can be controlled. It is suggested 
that possibly results from nailing in situ might be improved by pre- 
liminary traction if there is any degree of spasm, by skeletal fixation 
using a less traumatic method, and by longer protection of the hip in 
the postoperative period. 

In cases in which open reduction is necessary, it would seem that 
preservation of the retinacular vessels and excision of enough of the 
neck to allow replacement without strangulation of these vessels should 
obviate or at least greatly decrease the incidence of aseptic necrosis 
of the head of the femur. 7 references. 11 figures. 

| Accurate handling of these cases is technically difficult even if the displace- 
ment is moderate, and particularly so if they are far advanced. It should be 


emphasized that in selecting the method to be used one has to consider the 
facilities and the experience of the surgeon in the handling of these cases.—Ep. | 


CAUSES OF FAILURE IN ‘THE TREATMENT OF CON- 
GENITAL DISLOCATION OF THE HIP 
IGNACIO PONSETI 


State University of lowa Hospitals, lowa City, lowa 
J. Bone & Joint Surg., 26:775-92, Oct. 1944 


In a series of 129 cases of congenital dislocatién of the hip, the dis- 
location was unilateral in 85 cases, 66 per cent, and bilateral in 44, o1 
34 per cent, making a total of 173 hips. All of these patients have 
been followed up for over 4 years. ‘The type of dislocation was deter- 
mined by roentgenological examination. There weré 12 cases, or 9.3 
per cent, classed as prenatal dislocations in which the findings indi- 
cated that the head of the femur was never in the acetabulum, or that 
it was dislocated several months before birth; in these cases the acetab- 
ulum was either flat or convex, not concave. ‘The dislocation was uni- 
lateral in 7 of these cases and bilateral in 5 cases. In 87 cases, 68.3 
per cent, the dislocation was of the postnatal type. ‘These cases are 
characterized, prior to the occurrence of the dislocation, by obliquity 
of the acetabular roof, delay in the appearance of the nucleus of the 
head, and ectopy of the femoral epiphyses. When dislocation takes 
place, the femoral head slides over the surface of the sloping acetabular 


roof, and later over the lateral aspect of the iliac wing. In some cases 


the femoral head slides upward, in others backward. In stereoscopic 


roentgenograms, the appearance is as if the ossified acetabular root 





494 QUARTERLY REVIEW OF SURGERY 


opened its lateral margin, forming two lips, as the femoral head was 
sliding upward—which the author designates as bilabiation of the 
acetabular roof. Of the 87 cases of postnatal dislocation, the disloca- 
tion was unilateral in 61 cases and bilateral in 26 cases. 

In 29 cases, or 26.5 per cent, the dislocation could not be classed as 
of either the prenatal or the postnatal type; 16 of these cases were uni- 
lateral and 13 bilateral. In these cases the primary acetabulum was 
fairly well developed; the secondary acetabulum was usually well 
formed, but separated from the primary acetabulum, indicating that 
the dislocation did not occur by progressive upward sliding of the 
femoral head; the bilabiation sign was not present. 

Of the 173 hips treated, 103 were healed by closed reduction alone; 
open reduction was done in 20 cases; shelf operations in 45 cases; ab- 
duction splint was used in | case, and subtrochanteric operations were 
done in 4 cases. Closed reduction did not give satisfactory results in 
any of the cases of the prenatal type; results with any method of reduc- 
tion were unsatisfactory in 76.5 per cent of the dislocations of this type, 
and in the other cases in the group, results were “just fair.”” ‘The best 
results were obtained in the cases of postnatal dislocation treated by 
closed reduction. A study of the failures in this series shows that, aside 
from the prenatal dislocations, the main causes of failure were epiphys- 
itis of the femoral head, a tendency toward subluxation when walking 
exercises are begun, and osteosclerosis of the acetabular roof. 

On the basis of these findings, the author has recently limited the 
period of immobilization in the plaster cast to 5 or 6 months in closed 
reduction of congenital dislocation of the hip. After this period, con- 
trolled functional training is begun, with the use of an abduction bar 
to avoid adduction and outward rotation of the legs, while permitting 
free motion in other directions. ‘This is an iron bar with a plate at 
each end which is attached to the heel of the child’s shoes on each side, 
which blocks outward rotation at 75 degrees. ‘The distance between 
the two plates is regulated by sliding the two pieces that form the bar; 
the legs are kept in abduction to form an angle of 100 to 120 degrees. 
This bar is worn continuously, except for the daily bath, for 2 to 6 
months; then the child is allowed to walk for 2 hours daily for another 
month, keeping the splint on during the rest of the day and night. 
The walking time to be allowed subsequently is determined by re- 
peated roentgenograms, but the abduction bar should be worn at night 
for at least 3 years. Results with this method so far have been ‘“‘most 
encouraging,” but it has not been employed for a sufficient length of 
time to evaluate end results. “Che author has found the shelf opera- 
tion of value only when the femoral head can be well placed in the 
acetabulum. 


REFERENCES TO CURRENT ARTICLES 


Treatment of Recurrent Dislocation of the Shoulder. Paul B. Magnuson, North- 
western University Medical School, Chicago. S. Clin. North America, 14-20, 
Feb. 1945. (Description of a technic designed to form a cup around the 
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anterior surface of the head of the humerus which is activated by the sub- 

scapularis muscle, and to minimize the spread between the subscapularis and 

the supraspinatus, infraspinatus and teres minor muscles. The operation 

serves to maintain the head of the humerus in position under severe stress, 

when other operations have failed. “The operation was performed in 9 cases.) 
. ‘ 

Dislocations of the Shoulder. Leonard F. Bush (Lt. Col., M.C., A.U.S.). Am. J. 
Surg., 66:520-23, March 1945. (A method for the reduction of uncomplicated 
dislocated shoulders and an operation for the correction of recurrent disloca- 
tions are presented.) 


V Plaster Splint for Maintaining Reduction of Congenital Dislocation of the 
Hip. R. Plato Schwartz, University of Rochester School of Medicine and 
Dentistry, Rochester, N. Y. J. Bone and Joint Surg., 27:166-67, Jan. 1945. 


46. Bones 


RAPID REPAIR OF DEFECT OF FEMUR BY MASSIVE BONE 
GRAFTS AFTER RESECTION FOR TUMORS 
DaALLAs B. PHEMISTER 


Chicago, Ill. 
Surg., Gynec. & Obst., 80:120-27, Feb. 1945 


‘I'wo cases are reported in which a defect in the femur after removal 
of a tumor was repaired by the use of tibial grafts. In the first case the 
tumor was a “‘borderline” growth between benign and malignant giant 
cell tumor; in the second case a central chondrosarcoma of low grade 
malignancy. At operation, with the use of a tourniquet, the involved 
region of the femur was resected and 2 tibial grafts were removed, 
each between 2/5 and 1/2 the circumference of the shaft; the 2 tibial 
grafts together equaled approximately 3/4 of the segment of bone re- 
moved. ‘The tourniquet was removed, and hemostasis completed. 
Then the grafts were inserted into the defect in part onlay and in part 
intramedullary, and fixed to the fragment at either end by large 
threaded wires. ‘The author notes that metal screws might equally 
well be used for fixation of the graft and do not have to be removed. 
The threaded heavy wires, however, can be more quickly and con- 
veniently inserted without preliminary drilling; they may be cut close 
to the bone and left permanently. A plaster cast was used for fixation 
until bony union occurred, followed by walking with the aid of a 
caliper splint. Although the operations in these 2 cases were extensive, 
there was little blood loss and no shock, because of the use of the tourni- 
quet and of careful clamping and ligating of blood vessels. ‘These 
results indicate that in cases of this type blood loss, rather than toxins 
or “nociceptive nerve impulses,” is the cause of shock. 

In both the cases reported bony union occurred between the frag- 
ments and the bone grafts almost as rapidly as in healing of a simple 
fracture. Serial roentgenograms showed that in each case, after walk- 
ing with the caliper splint was instituted, gradual hypertrophy of the 
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grafts with absorption and replacement of their cortical bone by new 
bone and transformation of the bridge into a segment of tubular bone 
occurred. In the second case, in which the patient was an adolescent 
(11 years of age), this process was relatively rapid, the transformation 
being almost as complete at the end of 2 years as at the®last roentgeno- 
logical operation 4 1/3 years after operation, which showed “a very 
good replica of the original bone.” In the first patient, who was 28 
years of age, the transformation was much slower and brace support 
was required for a longer period. Also, owing to this slow transforma- 
tion, the mesial graft fractured twice, 9 months and again 25 months 
after operation. Both fractures healed while use of the limb was con- 
tinued; this stimulated new bone formation and apparently hastened 
the process of transformation of the graft. At the last roentgenological 
examination 3 2/3 years after operation, the bridge had hypertrophied 
to a size that was adequate for full support; replacement of old bone by 
new bone was apparently complete; but the transformation into “a 
segment of tubular bone” was still imperfect. 

Since both these patients have been free from both local recur- 
rence and metastases for 3 2/3 and 41% years, respectively, this opera- 
tion may be considered of definite value in selected cases of slowly 
growing and borderline malignant tumors of the femur. Healing was 
by primary intention in both these cases, but the author's experience 
with other cases indicates that the use of massive bone grafts for the 
repair of large defects resulting from the removal of bone tumors 1s 
complicated by a higher incidence of infection than the average exten- 
sive “clean” operation. In cases in which massive bone grafts are used 
for repair of large defects due to injury, usually infected, or to osteo- 
myelitis, the risk of infection is much greater. ‘Therefore, the author 
advises that in such cases operation with the technic described should 
not be done until all wounds have been healed for at least 2 years. 

| These cases represent excellent results. “The problem of treatment of sarcoma 
of the extremities is threefold; possibility of metastases, possibility of saving ex- 
tremity, and possibility of local recurrence. ‘The bone grafting operation would 
seem to be theoretically equal to amputation with regard to metastases, superior 
to amputation as far as preserving the limb, and theoretically inferior to amputa- 
tion as far as local recurrence is concerned. ‘This series of cases overrides this last 
and only theoretical objection to the conservative procedure, by showing that 
from the practical standpoint local recurrence is not appreciably more frequent. 
It should be pointed out that while the local excision procedure may be called 
“conservative,” the general principle of excision of the tumor with a wide margin 
still holds good.—Eb. | 
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ALBRIGHT’S SYNDROME: REPORT OF A CASE ASSOCIATED 
WITH MULTIPLE PATHOLOGIC FRACTURES, DISSEMI- 
NATED FIBROUS DYSPLASIA OF BONE, PRECOCIOUS 
PUBERTY AND MULTIPLE PIGMENTED NEVI 
ALBERT BeHREND (Lt. Col., M.C.) 

Ann. Surg., 121:245-52, Feb. 1945 


In the syndrome described by Albright, the characteristic findings 
were: Bone lesions with a marked tendency to be unilateral, and his- 
tologically show osteitis fibrosa; brown, nonelevated pigmented areas 
of the skin that tend to be on the same side as the bone lesions; an 
endocrine dysfunction associated with precocious puber ty in females. 
The case reported by the author fulfills all the above criteria. A re- 
view of the literature indicates that this is the thirty-fifth case reported 
as showing the complete syndrome. 

In this case, the patient, a girl, was first seen at the age of 7 years 
with a pathologic fracture of the right femur. In the next 2 years, two 
other fractures occurred in the same area; all healed well under treat- 
ment. At the time of the second fracture, roentgenological examina- 
tion showed definite evidence that the fractures were pathologic in an 
area of cystic bone. ‘There were also cysts in the upper ends of both 
tibiae. Subsequently two enlarging bone cysts, one in the femur and 
one in the tibia, were unroofed and curetted and bone chips inserted. 
Examination of the material removed showed the gross appearance of 
decalcihed bone spicules in the femur, and soft, degenerated and waxy 
tissue in the tibia. ‘This patient showed small areas of pigmentation 
on the trunk and extremities, consisting of multiple small nevi “with 
no orderly distribution.” “The patient showed no precocious develop- 
ment of secondary sex characteristics at the time of her first admission, 
but a year later the breasts were enlarged. ‘The history showed that 
menstruation had occurred once at the age of 3 years, once at the age 
of 7 years and again at the age of 8 years. Aluminum acetate therapy 
was employed in this case without conclusive results, although the 
author considers further trial of the therapy to be warranted. 

{It is important to remember that Albright has in reality described four 


different syndromes. Recognition of this one is important because in the past 
it has not been differentiated from hyperparathyroidism.—Eb. 


RETARDATION OF BONE GROWTH BY A WIRE LOOP 
S. L. Haas 


From the Surgical Laboratory, Stanford Medical School, and Shriners’ Hospital for Crippled 
Children, San Francisco, Calif. 
J. Bone & Joint Surg., 27:25-36, Jan. 1945 


Following a description of experiments on dogs to determine the 
possibility of retarding bone growth by a wire loop, it was concluded 
that length growth can be mechanically retarded by a loop of wire 
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fastening the epiphysis to the diaphysis, and the author felt justified 
in attempting control of growth in children with discrepancies in leg 
length. If growth can be controlled by alternately releasing and tying 
the wire loops, growth retardation may be instituted at a much earlier 
period, because, unlike resection of the epiphyseal plate, which is per- 
manent, the retardation is present only while the wire loop is present. 
A metal band may give a wider surface of contact, and a removal band 
could be attached to the ends for controlling fixation. Unilateral 
growth may be counteracted by a wire loop around the plate on the 
side of the overgrowth. ‘The operation should be performed after 
sufficient ossification of the epiphysis has taken place, that is, after 
about 8 years of age. In only 2 of the 5 patients upon whom wiring 
operations were performed has a sufficient time elapsed to permit 
conclusions. . 
From the results obtained thus far, there is definite evidence of 
growth retardation, and a continuation of the method seems warranted. 
The epiphyseal plate maintained its length-growing function, after 
being held in check by the wire for a considerable period of time as 
shown by increase in growth following breaking of the wire which had 
been in place for 1 year. No deformity was caused by the wire around 
the plate, except when unilateral force was applied. “Taking advantage 
of unilateral restriction, one may correct deformity following partial 
injury with arrest of growth on one side of the plate, by wiring the 
opposite side. It is also possible that such a corrective procedure could 
be applied in genu valgum or genu varum, by putting the wire around 
one side of the plate. 1 reference. 2 tables. 6 figures. 
{The chief problem in these cases is to keep the wire from breaking before 
the desired result can be obtained. One cannot yet tell whether any permanent 
damage is done to the epiphyseal plate by this procedure.—Eb. | 


ASEPTIC NECROSIS OF THE CAPITAL FEMORAL EPIPHYSIS 
FOLLOWING ADOLESCENT EPIPHYSEOLYSIS 


RospertT DUNHAM Moore 


University of Chicago School of Medicine, Chicago, Ill. 
Surg., Gynec. & Obst., 80:199-204, Feb. 1945 


Two cases of slipping of the capital femoral epiphysis due to injury 
are reported. In the first case the patient was a boy 12 years of age. 
At operation (arthroplasty) it was found that the bone of the epiphysis 
had undergone necrosis, but that about two-thirds of the dead bone 
had been replaced by new bone. Most of the articular cartilage re- 
mained “alive.” It was narrowed, however, as the deeper zone had 
undergone degeneration and ossification, and the growth of the super- 
ficial zone had been “inadequate.” This superficial zone of the 
cartilage, while staining normally, showed faulting and fibrillation. 
In the second case, the patient was a male 21 years of age, who showed 
no evidence of development of secondary sex characteristics (hypo- 
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gonadism ): the epiphyseal development of the bones of the hand indi- 
cated “a bone age” of about 16 years. In this case both ossification 
center and articular cartilage had become necrotic. At the time of 
operation the necrotic cartilage had undergone absorption and fibro- 
cartilaginous replacement or ossification, but only a small amount of 
the necrotic bone had been replaced by new bone. 


LOCALIZED FIBROCYSTIC DISEASE OF THE FEMUR; A 
REPORT OF THREE PATIENTS TREATED BY 
CURETTAGE AND BONE GRAFT 
WittiaAM M. kKricsten (Lt. Col., M.C., A.U.S.) and Grorce S$. PHALEN (Major, 
M.C., A.U.S.) 

Am. J. Surg., 67:412-23, Feb. 1945 


The occurrence of pathologic fracture—i.e., fracture with only a 
slight injury—may be the first and sometimes the only sign of fibrocystic 
disease of bone. In other cases there may be a dull pain at the site of 
the lesion, or. if one of the bones of the lower extremity is involved, 
a limp. Non-union or delayed union of a pathologic fracture through 
a bone cyst has never been reported. Improvement in the lesion fol- 
lowing such a fracture is usually observed. 

In “non-essential” bones, such as a rib or the proximal end of the 
fibula, complete resection of the portion of the bone involved is the 
treatment of choice. In other cases, curettement followed by the inser- 
tion of bone grafts is indicated. 

In the authors’ 3 cases there was localized fibrocystic disease of the 
femur. In 2 of these cases the lesion was cystic, situated in the distal 
portion of the femur in | case, in the proximal portion in the other. 
In the third case the lesion was solid, in the mid-portion of the shaft 
of the femur. In the first case the bone cyst was found on roentgen- 
ological examination of the femur, after treatment of a fracture that 
was caused by an injury sufficient to fracture a normal bone. In the 
second case there was persistent pain in the region of the hip, and x-ray 
examination showed the cystic lesion involving the neck of the femur; 
the patient was kept at rest in bed until operation could be done, be- 
cause of the danger of pathologic fracture. In the third case a path- 
ologic fracture was the first symptom of the bone lesion; and a second 
pathologic fracture occurred before operation was done. 

In all cases the cyst cavity was thoroughly curetted; in the first 2 
cases the cavity was filled with chip bone grafts, from the tibia in | 
case, and from the ilium in the other. In the third case, in which the 
cavity was larger, a single large graft from the tibia was used and also 
chip bone grafts from the ilium. 

Roentgenological studies of other long bones and of the skull in 
these cases failed to show any other cystic lesions. In the first 2 cases, 
the cystic lesion was completely obliterated, and in the third case (solid 
lesion) the cavity was almost completely obliterated. 
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| Lhere is general agreement that fractures in these cases are best treated by 
treating the fracture first, followed by curettement of the cavity and the packing 
of it with bone chips.—Eb. | 


REFERENCES TO CURRENT ARTICLES 
Report of Case of Ostomyelitis of Sacrum Complicated by Pregnancy. S. P. Sea 
berg, Spokane, Wash. West. J. Surg., 52:517-19, Dec. 1944. (The case em- 
phasizes the import: ance of biopsy, even eouuh clinically, and by x-ray, diagno- 
sis seemed to point to osteosarcoma. Biopsy revealed osteomyelitis. The 
patient suffered a fall at the age of 15 or 16 years and had no further trouble 


until she became pregnant. The possibility of pregnancy lighting up an in- 
fection sustained several years before is suggested.) 


Aseptic Necrosis of the Epiphyses and Short Bones: Roentgen Studies. Howard 
P. Doub, Henry Ford Hospital, Detroit. J.A.M.A., 127:311-17, Feb. 10, 1945. 
(An attempt to correlate the findings in aseptic necrosis as it involves the de- 
veloping epiphyses and the primary centers of ossification in certain of the 
short bones. Short descriptions, with illustrative cases, are given of the salient 
points of some of the more commonly observed lesions. Etiology, pathology 
and x-ray findings are discussed. The amount of deformity will depend on 
the stage at which the condition was recognized and adequate treatment ap- 
plied. “Also the duration of treatment plays a role. Symptoms may disappeat 
before healing is complete.) 


The Clinical Diagnosis, Prognosis and ‘Treatment of Acute Hematogenous 
Osteomyelitis. Frank D. Dickson, Kansas City, Mo. ].A.M.A., 127:212-17, Jan. 
1945. (This study is based on 295 cases treated during the past 15 years. 
There were 38 cases of acute osteomyelitis with the mortality rate of 11.2 ro 
cent. The mortality in the septicemic type is more than 50 per cent, and i 
infants under 6 months of age the mortality rate is 45 per cent. Prognosis, as 
far as healing of the local bone focus is concerned, is poor. ‘The tendency to 
chronicity in older patients is frequently due to inadequi ute treatment.  Treat- 
ment in infants should be conservative. In older patients, general supportive 
measures, chemotherapy, staphylococcus antitoxin and treatment of the local 
lesion are indicated.) 

Giant Cell Tumor of the Sphenoid Bone: Report of a Case. Dean H. Echols, 
Tulane University School of Medicine and Ochsner Clinic, New Orleans, La. 
J. Neurosurg., 2:16-20, Jan. 1945. (Report of a very rare case in which the 
sella turcica was completely destroyed by the growth, necessitating differentia- 
tion from obstructive hydrocephalus due to tumor of the cerebellar fossa or 
adenoma of the pituitary. The patient was a girl of 12 years with no history 
of trauma. Death ensued 48 hours after operation.) 

The Clinical Diagnosis, Treatment and Prognosis of Epiphysial Disturbances in 
Childhood. Wallace H. Cole, St. Paul, Minn., J.A.M.A., 127:318-21, Feb. 10, 
1945. (Discussion of treatment of such conditions as Legg-Perthes disease, 
slipping of the proximal femoral epiphysis, vertebral epiphysitis, osteochondro- 
sis of the tuberosity of the tiba—Osgood-Schlatter’s disease.) 

Conservative Management of Adolescent Slipping of the Capital Femoral Epi- 
physis. Robert Dunham Moore, University of Chicago. Surg., Gynec. and 
Obst., 80:324-32, March 1945. (Report of results in 44 cases. In 26 hips with 
minimal displacement, good function followed immobilization and protection 
of the affected hip until ossification of the capital epiphyseal growth cartilage, 
in 88.5 per cent. In 23 hips with moderate displacement, good function was 
obtained in 47.8 per cent. In 3 cases with complete separation, satisfactory 
replacement and function occurred in one case. ‘This conservative method does 
not interrupt blood supply to the epiphysis. Long-term evaluation of the 
method can only be made after a 20- to 30-year follow-up.) 
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Sulfa Drug Therapy in the Management of Osteomyelitis. James M. Flynn, 
Rochester, N. Y. New York State J. Med., 45:493-94, March 1, 1945. (The 
use of the sulfa drugs in acute osteomyelitis does not make surgery unnecessary, 
but is a useful adjunct to surgery. X-ray studies have shown that there is 
active progession of the osteomyelitic process under sulfa-drug therapy alone, 
indicating the necessity of adequate surgery.) 

Sclerosing Sarcoma of Bone. James F. Brailsford, The Royal Cripples Hospital, 
Birmingham, England. Brit. J. Radiol., 18:8-10, Jan. 1945. (Reports 3 cases 
ol sclerosing osteogenic sarcoma in the head of the tibia in young women. The 
diagnoses were made by the typical radiographic findings, but in 2 cases 
biopsies were made which indicated the growth to be of a benign nature, and 
possibly delayed treatment. In cases of sclerosing osteogenic sarcoma, in which 
diagnosis can be made by the x-ray examination, the author considers that 
biopsy is not only unnecessary but may be harmful, weakening the stability of 
ge bone and adding to the risk of the operation.) 

1 Extension. Drill Point with a Protecting Sleeve for Use in Bone and Joint 
Scene Louis W. Breck (Major, M.C., A.U.S.). J. Bone and Joint Surg., 
27:167-68. Jan. 1945. 

Bilateral Symmetrical Brachymetacarpalia and Brachymetatarsalia. Report of 
a Case. Frederick J. Fischer (Major, M.C., A.U.S.) and Robert E. Vandemark 
Capt., M.C., A.U.S.). J. Bone and Joint Surg., 27:145-48, Jan. 1945. (Treat- 
ment is symptomatic in these cases. Limitation of activity afforded relief in 
the present case.) 

Bilateral Congenital Calcaneocuboid Synostosis: A Case Report. Howard W 
Mahafiey (Capt., M.C., A.U.S.). J. Bone and Joint Surg., 27:164-65, Jan. 1945. 

A Method tor Studying Healing of Bone. Alfred Marshak and R. L. Bryon, Jr. 
Radiation Laboratory and the Division of Surgery of the University of Cali- 
fornia. J]. Bone and Joint Surg., 27:95-104, Jan. 1945. (A method is described 
for making uniform lesions in bone to permit a study of healing, as well as a 
method for using radioactive tracers to study the healing of bone in vivo. By 
comparing the ratio of the uptake of strontium and phosphorus, it is seen that 
this ratio tends to increase later in the healing process and this tendency may 
possibly be useful in differentiating between proliferating and calcifying stages 
of bone healing. ‘The experiments were performed on rats.) 


47. Joints 


DIAGNOSIS AND TREATMENT OF INTERNAL 
DERANGEMENTS OF THE KNEE 
Francis E. West (Major, M.C., A.U.S.) 


Gardiner General Hospital, Chicago, Il. 
S. Clin. North America, Chicago No., 111-35, Feb. 1945 


Following a tabular presentation of the various lesions encountered 
in 100 consecutive cases of knee-joint derangement admitted to the 
Gardiner General Hospital, and a discussion of the anatomic factors 
involved, the author describes diagnosis and treatment of these dis- 
turbances. Recurrent dislocation of an articular cartilage can be cured 
only by surgical excision of the injured cartilage, either of the torn 
portion or the entire cartilage. Immediate surgical excision is the 
method of choice in acute cartilage injury. However, in doubtful 
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cases, or where surgery is refused, replacement by manipulation, with 
or without anesthesia, may be attempted. If pain is acute, manipula- 
tion without anesthesia may be unsuccessful. Following reduction, the 
knee should be supported with a compression bandage and put at rest 
either in a posterior splint or a cylindrical leg cast, extending from the 
upper thigh to the lower leg. Quadriceps drill should continue until 
the thigh measurements are equal. Support for 3 or 4 weeks is ad- 
visable. In longitudinal tears, the chances of permanent healing are 
remote and recurrences may be expected. 

The surgical technic for removal of the semilunar cartilages is de- 
scribed in detail. A pneumatic tourniquet is advised. “The Bosworth 
incision has been found extremely useful both for complete excision 
of the cartilage by use of the posterior capsule incision when indicated, 
or when complete joint exposure is desired. ‘The incision can be 
extended upwards and will allow for reflection of the patella, as might 
be necessary if chondromalacia of the patella is encountered. The 
cartilage must be removed whether the split can be seen or not. 
The anterior horn is detached from the tibia, grasped with a deep- 
toothed clamp, and drawn towards the center of the joint. he periph- 
eral fibers of the attachment are cut by vertical strokes of a strong 
scalpel, the cartilage being pulled forward and across the joint until 
it slips across the intercondylar space. ‘The posterior skin flap is dis- 
sected posteriorly, care being taken to avoid the internal saphenous 
vein. The knee is flexed to a right angle, and a curved clamp passed 
inside the joint to a point posterior to the internal lateral ligament. 

A second capsular incision is made in a longitudinal direction and 
the joint opened in the posterior compartment. ‘The cartilage is then 
passed through this opening, the dissection completed to its posterior 
attachment, and the entire cartilage removed. Closure of the posterior 
capsular incision is not necessary. The anterior synovial membrane 
is closed loosely. When the posterior capsule incision is not used, the 
author has found Chandler’s method of puncturing through the medial 
suprapatellar pouch into the vastus medialis muscle to allow escape 
of the synovial effusion to be of advantage. ‘The capsule is approxi- 
mated with interrupted sutures of fine chromic catgut. The skin and 
subcutaneous tissues are closed. Large compression dressings of either 
absorbent cotton or sheet wadding are applied with several Ace band- 
ages as reinforcement, extending from the ankle to the groin. The 
tourniquet may be removed upon closure of the synovial membrane 
in order to obtain complete hemostasis. 

In the Army, it has been the author’s practice to have each patient 
instructed in quadriceps exercises 2 or 3 days before surgery. After 
surgery, the limb is elevated, and 48 hours after operation the quad- 
riceps exercises are resumed under supervision. ‘The quadriceps is 
contracted at least ten times every hour. Morphine 1 is necessary during 
the first 2 to 3 days for control of pain. ‘The patient is kept in bed 
10 to 14 days. Sutures are removed at the end of 10 days and active 
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motion begun when comfortable, usually 5 to 7 days after operation. 
Sharp rises in temperature during the first 48 hours due to hemarthro- 
sis will subside rapidly with aspiration and more rigid immobilization. 
Exercises are then postponed until the temperature is normal. At 4 
or 5 weeks, the patients are’ put on graduated quadriceps exercises. 
Many patients may be ready for sedentary work in 3 to 4 weeks, but 
in the Army disability usually last for 12 weeks before return to 
active duty. 

Treatment of cysts consists in excision of the whole cyst and the 
carulage from which it rises. Conservative and operative treatment 
of disturbances of the collateral and crucial ligaments is described, with 
emphasis on the value of the quadriceps exercises. Also treatment 
of disturbances of the articular cartilages, osteochondritis dissecans, 
chondromalacia of the patella and traumatic and recurrent dislocations 
of the patella is described, as well as the technic of quadriceps train- 
ing. his method, involving the use of weight lifters with focal atten- 
tion to the muscle and against increasing resistance, has given results 
superior to those obtained from conventional physiotherapy. 7 refer- 
ences. 12 figures. 


INTERNAL DERANGEMENTS AND FRACTURES INVOLV- 
ING THE KNEE: RESULTS OF ONE HUNDRED AND 
FIFTY CONSECUTIVE ARTHROTOMIES PERFORMED 
AT A STATION HOSPITAL 


WitiiaM F. STANEK (Major, M.C., A.U.S.) 
J. Bone & Joint Surg., 27:86-94, Jan. 1945 


In 150 consecutive knee arthrotomies, 105 cases showed injury only 
to the meniscus, ligaments or fat pad. Eighty-six torn medial menisci 
and 15 torn lateral menisci were removed. “Iwo cases showed tearing 
of both menisci. Fifty-four bucket-handle, 20 anterior, 10 posterior, 
and 3 minimal tears (loose anterior attachments) are recorded. In the 
remaining cases no accurate description of the portion of the meniscus 
injured is recorded. In this group of patients, 97 returned to some 
kind of duty. : 

In 24 cases, disorders of the bone and articular cartilage were 
shown. Of 9 patients with osteochondritis dissecans, 8 are believed 
at duty, while of 11 patients with chondromalacia of the patella, 8 
are probably still in the service. Only 5 patients with severe arthritis 
Were operated upon, and none of them are believed to be in the Army 
at present. Nine patients with recent or old fractures of the patella, 
tibial spine or tibial plateau were operated upon. Five of these men 
have been returned to duty. Three men with fractures of the tibial 
plateau have been discharged for disability. ‘The last man of the group 
was discharged for an ankle disability. Of the remaining patients in 
the series, those operated upon primarily for diagnosis have shown poor 
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results, the final diagnosis in most cases being psychoneurosis. “Three 
unusual cases were found and are described in detail. 

The author concludes that patients with tears of the menisci are 
suitable for operation in the Army, and a high percentage of these 
patients return to duty. The presence of an injury to the crucial 
ligament does not markedly alter the recovery rate, but the presence 
of injury to one of the collateral ligaments or of chondromalacia of the 
patella gives a poor prognosis. Where diagnoses of these latter con- 
ditions is made preoperatively, operation should not be undertaken 
in the military service. 

Cases showing loose bodies are suitable for operation, provided the 
only articular defect noted is that of an old osteochondritis dissecans. 
The presence of arthritis of the knee of any degree, shown either 
clinically or by roentgenogram, makes it unwise to operate unless 
the man is of extreme military value. 

Fractures of the tibial plateau offer a poor prognosis as to return 
of the soldier to military duty. It is the author's opinion that the 
majority of mistakes have arisen from over-enthusiasm and from lack 
of appreciation of the rigors of military service to which a man must 
return. 5 tables. 


INJURIES OF THE CARPAL BONES 


KELLOGG SPEED 


From the Department of Surgery, Presbyterian Hospital, Chicago, III 
S. Clin. North America, Chicago No., 1-13, Feb. 1945 


Owing to war conditions and the return of men to manual labor, 
there has resulted a large number of carpal injuries. The latter con- 
stitute about one-eighth of all fractures of the wrist. Following a dis- 
cussion of anatomical considerations, etiology and diagnosis of these 
fractures, the author urges the adoption of a specific descriptive nomen- 
clature. It is emphasized that, should a first roentgen examination 
reveal no evidence of fracture or dislocation, a support should be 
applied and the patient be requested to return after 10 days for another 
film. 

If an open wound exists, it must be surgically cleansed and deé- 
brided. In deeper lacerations surgical care becomes a major procedure. 
After reduction, sulfa drugs may be indicated. Proper attention must 
be given to hemostasis, nerves and tendons. The wound is dressed 
with vaseline gauze pack or as a finished closed débridement. ‘The 
hand, wrist and forearm are splinted with moulded _plaster-of-paris 
strips laid on the dorsal and volar surface over adequate wound dress- 
ings. Wound dressing is performed as infrequently as possible. 

In navicular bone fracture with dislocation of the fragments, a 
manipulative effort under anesthesia to restore approximation is In- 
dicated. The hand and forearm are then maintained in neutral posi- 
tion by a circular plaster dressing from the elbow to finger bases. This 
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dressing is left in place for 6 to 10 weeks. The method of removing 
the dressing is described. Gentle, active, steady use is then indicated. 
If after | month there is evidence of absorption of osteoid tissue about 
the fracture plane or planes, immobilization must be repeated. 

If, after removal of the plaster, the fracture appears not united, it 
should at once, without movement or manipulation, be replaced in a 
circular plaster-of-paris cast to be worn for another 6 weeks. Several 
such plaster-of-paris dressings may be required. Some patients require 
as long as 10 to 14 months of such treatment. 

In cases of dislocation every effort must be made to effect manipula: 
tive reduction under full anesthesia and with adequate assistance. The 
first step is prolonged traction on the hand, while assistants make 
counter-traction. If not successful at first, it must be repeated. An 
x-ray film is then taken and the forearm, wrist and hand put in a 
plaster dressing as for simple fracture. Immobilization must be 
gauged by the fracture more than the dislocation. Bony union must 
be obtained before use and movement are started. If manipulative 
reduction does not succeed, another x-ray check may be made and 
plans made for operative reduction or excision of bone or fragments. 
The navicular and lunate take the longest time to heal after fracture- 
dislocation. ‘The pisiform often takes 10 weeks. 

Some ancient fractures, even with advanced pathologic changes, may 
yield to prolonged immobilization as described. Fracture-dislocations 
will not thus respond to conservative therapy and will require well- 
planned excision of bone. In ancient, unreduced, transnavicular, 
perilunar dislocation, a carpalectomy is indicated with removal of at 
least 2 of the proximal-row carpal bones, 1.e., the lunate and navicular, 
including the navicular fragment adherent to the distal displaced row, 
followed by closure of the wrist and subsequent early motion and 
muscle training. For uncomplicated ancient fracture, the methods 
available when prolonged immobilization is refused or objectionable 
include: (1) complete excision of the offending ununited bone, leaving 
a hiatus in its place or inserting a replica of vitallium or other metal 
in the defect; (2) attempts to overcome non-union by (a) drilling 
across the fracture plane, (b) insertion of one or more small bone 
transplants. In long-standing cases where there is uncertainty as to 
whether dislocation was involved, a fusion of the radiocarpal joint may 
be indicated. Complete excision of the offending bone is frequently 
done for irreducible dislocations of the lunate, even when not so 
ancient. Excision of the proximal row is more difficult and is an 
operation of major importance. For excision and fusion of the radio- 
carpal joint, the author prefers the approach on the ulnar side of the 
wrist, partial excision of the lower end of the ulna, and a bone block 
of bone thus obtained tucked into the area to be fused, followed by 
prolonged plaster-of-paris splinting. 

Ancient or ununited fractures of bones which are to be retained 
and treated by operation may be drilled through a small opening in 
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the tabatiére, using x-ray control at the operating table to be sure 
of the direction and extent of insertion of the drill. Long immobiliza- 
tion in plaster is required. ‘The author has found this method highly 
efficient. Bone transplants have also been used to obtain union in 
ununited carpal bones. Prolonged immobilization may be required 
and functional results may not be forthcoming for | or 2 years after 
operation. Also the use of metallic inserts has been suggested. It may 
offer a quick way out for the comminuted fracture, for the compli- 
cated fracture-dislocation and the nonunited or ancient fracture with 
or without cavitation in the bone. 11 references. 
REFERENCES TO CURRENT ARTICLES 
Multiple Osteochondral Bodies in the Synovial Membrane of the Knee Joints 
in a Case of Mixed Rheumatoid and Degenerative Arthritis. Jacob H. Tur- 
kell, Bellevue Hospital, New York, N. Y. J. Bone and Joint Surg., 27:149-54, 
Jan. 1945. (Discussion of possible etiologic factors including secondary neuro- 
pathic derangement superimposed on chronic, long-standing rheumatoid and 
degenerative arthritis, osteochondromatosis in a chronic rheumatoid arthritis, 
detached peripheral osteophytes secondarily imbedded in the synovial mem- 
brane, and direct metaplasia from chronic granulation tissue.) 


Isolated Paralysis of the Serratus Anterior Muscle. Fremont A. Chandler, Uni- 
versity of Illinois College of Medicine, Chicago, Ill. S. Clin. North America, 
21-27, Feb. 1945. (Discussion of treatment based on 4 cases. The brace de- 
scribed by Horwitz and Tocantins was used, the elbow being flexed to slightly 
less than 90 degrees and placed in a molded cup attached to a pelvic support. 
The elbow cup is then adjusted to elevate the involved shoulder and moved 
backward to derotate the prominent scapula. The brace is worn continuously 
until recovery is complete. Local heat, gentle massage and carefully assisted 
movements are helpful. All possible general contributing factors such as in- 
fection, inadequate diet, and vitamin deficiency should receive attention.) 

Lesions of the Wrist. John R. Norcross, St. Luke’s Hospital, Chicago, Ill. S. Clin, 
North America, 81-98, Feb. 1945. (Treatment of lesions of the wrist is dis- 
cussed under the following headings: congenital lesions, developmental lesions, 
flexion deformities, infectious lesions, and traumatic lesions.) 


Management of Lesions of the Subtalar Joint. Emil D. W. Hauser, Passavant 
Memorial Hospital, Chicago, Ill. $S. Clin. North America, 136-60, Feb. 1945. 
(Various methods of treatment are described including treatment with adhesive 
tape, with pads in the shoes, with corrective shoes and the normal gait as a 
corrective exercise. ‘The lesions discussed include subtalar lesions due to 
poliomyelitis, to fracture of the calcaneus, lesions of the subtalar articulation 
due to fracture of the talus, to dislocation at the talocalcaneal joint, to tuber- 
culosis, to chronic infectious arthritis, and an unusual lesion resulting in spon- 
taneous fusion and associated with coxa vara. Illustrative case reports are 


included.) 


Common Knee Injuries: Some Aspects in Diagnosis and Treatment. Walter 
A. Dalmain (Capt., M.C., A.U.S.). Am. J. Surg., 66:503-509, March 1945. (Dis- 
cussion of knee injuries as seen in the Army among new recruits emphasizing 
that traumatic synovitis of the knee is frequently mistreated and the need for 
proper handling of tears of the menisci and osteochrondritis dissecans. Quadri- 
ceps muscle exercises in the pre- and post-operative periods expedite recovery. 
A co-operative program of reconditioning contributed to by physiotherapist, 
occupational therapist, reconditioning officer and surgeon is essential for good 

results.) 
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Treatment of Sprains with Ethyl Chloride Spray. Robert Bingham (Capt., M.C,,. 
A.U.S.). Mil. Surgeon, 96:170-74, Feb. 1945. (Describes the treatment of 
sprains and minor injuries to the extremities in which the skin is not broken, 
by means of “surface anesthesia” with an ethyl chloride spray and active mo- 
tion. No strapping with adhesive tape or plaster cast is employed. In patients 
treated 3 or 4 days after injury, elastic bandages are used and physical therapy. 
The treatment does not mask fracture and gives good results, especially in cases 
treated early.) 


A Sharp Dissector for Meniscectomy. Raymond E. Buirge (Capt., M.C., A.U.S). 
Surgery, 16:956-58, Dec. 1944. 


A Filarial Nodule Simulating a Cyst of the External Semilunar Cartilage. J. A. 
Bingham (Major, 1.A.M.C.) and Stuart McDonald, Jr. (Major, R.A.M.C.), 
Brit. J. Surg., 32:326-27, Oct. 1944. (Surgeons working in the tropics are urged 
to keep in mind the possibility of parasitic lesions of the knee-joint: The 
onchocercic nodules are unlikely to occur except in natives of West Africa and 
South America. ‘The present case would seem to be the first record of an 
onchocercic nodule occurring deep to the capsule of a joint. Also the possibil- 
ity of guinea-worm invasion of the knee-joint should be kept in mind.) 


Traumatic Osteochondritis of the Patella. Francis J. Cox (Major, MC., A.U.S.). 
Surgery, 17:93-101, Jan. 1945. (If untreated for a period of years, this lesion 
may lead to irreparable damage due to super-imposed osteo-arthritic changes. 
If symptoms persist, patellectomy is recommended and should prevent the de- 
velopment of osteo-arthritis later in life.) 


An Operation for the Correction of Locking of the Proximal Interphalangeal 
Joint or Finger in Hyperextension. John T. Bate (Major, M.C., A.U.S.). J. 
Bone & Joint Surg., 27:142-44, Jan. 1945. (Description of an operation de- 
vised to cure this condition in an aviator, so that he could grasp a control 
instrument without locking of the finger.) 


Concentric Arthrodesis of the Ankle Joint: A Transmalleolar Approach. Roger 
Anderson, Seattle, Washington. J. Bone & Joint Surg., 27:37-48, Jan. 1945. 
(By this approach, the ankle joint can be easily resected, the basis of the 
method being a bilateral approach to the joint by subperiosteal resection of 
the malleoli. The entire tibiotalar articulation is then accessible to the sur- 
geon. Incomplete contact due to impingement of malleolar tips is eliminated 
by resection of these structures. The technic of operation is described in 
detail with numerous schematic drawings and figures.) 

Arthrodesis of the Artkle Joint for Old, Painful Fractures. Halford Hallock, 
from the New ce Orthopaedic Dispensary and Hospital, New York. J. Bone 
& Joint Surg., 27:49-58, Jan. 1945. (Good results may be obtained in more 
severe cases in W which conservative methods fail by arthrodesis of the ankle 
joint, as evidenced by 38 of 47 patients. Bony union was obtained in 77 per 
cent, complete relief from pain in 56.4 per cent and limp was absent in 85.7 
per cent of 28 cases in which this item was recorded. Subtalar or tarsal 
arthritis was present in 25 per cent. ‘To control this, a subtalar or triple 
arthrodesis was done in 5 of 12 patients. Such arthritis may be a major factor 
in subsequent function of the foot. Arthritis in mild degree should be 
treated with support and physical therapy.) 

Proposed Alteration in the Knee Joint of Prosthesis for Below-Knee Amputation. 
Rockwood Keith (Major, M.C., A.U.S.), New York, N. Y. Ann. Surg., 120: 
803-808, Nov. 1944. (A case is presented of a patient with a below-knee 
amputation complaining of painful pressure on the anterior tip of the stump 
where it contacted his prosthesis while manipulating the prosthesis in aposi- 
tion of flexion. The cause of the pain is explained and an illustrated solu- 

tion to the problem is presented.) 
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Osteochondritis Dissecans of the Supratrochlear Septum. H. S. Morton (Surg. 
Comdr. R.C.N.V.R.) and W. E. Crysler (Surg. Lt.-Comdr., R.C.N.V.R.). From 
the Royal Canadian Naval Hospital, Esquimault, British Columbia, Canada, 
|. Bone & Joint Surg., 27:12-24, Jan. 1945. (Report of 6 cases, of which 5 
were confirmed by pathological examination, presenting a little oval button 
of bone in the intra-articular portion of the supratrochlear septum. This is 
easily removed surgically.) 


Progress in Orthopedic Surgery for 1943: Chronic Arthritis. Loring T. Swaim, 
Boston, Mass. Arch. Surg., 49:357-62, Nov. 1944. (A review of the literature 
of 1943 with editorial comments; the editor notes that there have been fewer 
articles and possibly. less original research work on arthritis in 1943 than in 
previous years “because of the war.”) 

Hallux Valgus. Luis Frascoli, Hospital San Borja. Rev. med de Chile, 72:326- 
33, April 1944. (Eight case reports. Discussion of surgical technic.) 


48. Tendons 


REFERENCES TO CURRENT ARTICLES 

Dequervain'’s Disease; Stenosing Tenovaginitis at the Radial Styloid. D. C. 
Patterson and Elwood K. Jones, Bridgeport, Conn. Am. J. Surg., 66:296-301, 
Feb. 1945. (The recurrence rate after conservative therapy is great. Opera- 
tive treatment is simple, affording early relief of pain and a very short period 
of disability and should be the treatment of choice. Operation can be done 
under local anesthesia. Full use of the thumb is generally possible at the 
end of 2 weeks.) 

Complete Rupture of the Supraspinatus ‘Tendon; a Simplified Operative Repair. 
Laurence Jones, Cedars of Lebanon Hospital, Los Angeles, Calif. Arch. Surg., 
19:390-98, Dec. 1944. (In 51 cases of chronically painful shoulder, 3 cases of 
complete rupture of the supraspinatus tendon were found; in 2 cases a portion 
of the adjoining tendons were also involved. The method of surgical repair 
employed in these cases is described. The incision used was that described by 
Cubbins—the transacromioclavicular incision. The method employed avoids 
cutting through the bony acromioclavicular arch. This avoids postoperative 
instability and also reduced the time required for operation. Good results 
were obtained in the 3 cases reported.) 

Chronic Nonspecific Tenosynovitis and Peritendinitis. Paul R. Lipscomb. Surg. 
Clin. of N. Amer., Mayo Clinic Number, 780-97, Aug., 1944. (A discussion of 
the etiology, pathology, symptoms, differential diagnosis and treatment of this 
disorder with results in 190 cases.) 


Successful Suture of Finger agi Tendons. R. Morris Jones, Medical Ofhcer, 
Pilkington Brothers Ltd., Helens, England. Lancet, 2:111, July 22, 1944. 
(Reports a case in which ae tendons of the middle finger of the right hand 
were severed; and sutured by Bunnell’s method, using braided silk. Patient 
returned to work after 6 weeks. Three months later, the finger was reopened 
and adhesions broken down by blunt dissection. Final result was satisfactory. 
This method has given good results in 3 other cases, and fairly good results in 
6 cases. The second operation for dealing with adhesions is necessary for best 


results.) 
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49. A mputations 


PRACTICAL CONSIDERATIONS IN) DEFINITIVE 
AMPUTATION SURGERY 
Harotp W. WoucuTer (Capt., M.C., A.U.S.) and Ernest E. Myers (Lt. Col. 
M.C., A.U.S.) . 


Bushnell General Hospital, Brigham City, Utah 
Surg., Gynec. & Obst., 80:319-23, March 1945 


Definitive amputation surgery of the lower leg, thigh, forearm, and 
arm at ideal levels is discussed. The period of time from which the 
stump first becomes dry to the definitive surgery is in proportion to 
the length of time the stump has drained and the virulencé of the 
organisms that have been present. A permanent stationary mark on 
the bone at the amputation site for reference during the operation 
materially aids in correct fashioning of skin, fascia, and muscle for 
closure. ‘To avoid posterior redundancy and insure a straight stump 
in below the knee amputations, the posterior muscles should be sec- 
tioned transversely at the site of amputation, the lateral muscles should 
be left in place from the amputated end of the fibula to the level of 
the tibial amputation, and a wedge of gastrocnemius muscle should be 
removed at the medial and distal aspect of the tibia. 

In thigh amputations, a medial and lateral wedge of muscle as well 
as tapering of the quadriceps femoris aids in preventing redundancy 
and in obtaining a conical stump. Beveling of the radius and ulna, 
imbricating the fascia, and disturbing no muscular attachments prox- 
imal to the amputation site facilitate the fashioning of a better appear- 
ing and functioning forearm stump. ‘The changing of the position 
of the arm from abduction to the neutral position at the patient’s side 
before closure of the fascia and skin will facilitate the correct estima- 
tion as to the tension at which to close the amputated end. °3 figures. 


TREATMENT OF TENDONS IN FINGER AMPUTATIONS 
AND DESCRIPTION OF A NEW INSTRUMENT 


Grorce V. WessterR (Lt. Comdr., M.C., U.S.N.R.) 


From the Division of Plastic and Reconstruction Surgery, Department of Surgery, National 
Naval Medical Center, Bethesda, Md. 


Surgery, 17:102-108, Jan. 1945 


Flexor tendons need not be sutured to bone or tendon sheath in 
clean cases and must not be overlapped and sutured over the end of 
the bone to the extensor tendons. Disability with weakness of the 
grip results. In contaminated or infected cases, they should be 
anchored at the point of amputation and the tendon sheath left open 
to avoid spread of infection to the hand. Such tendons may become 
adherent and produce disability. “They should be excised to free the 
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finger, relying on the intrinsic muscles of the hand for motion of 
the stump. A tendon stripper for freeing such tendons of the hand 
is described. 9 references. 


REFRIGERATION IN CLINICAL SURGERY 
ALFRED LARGE and PrtTeR HEINBECKER 


From the Department of Surgery, Washington University School of Medicine, the Barnes 
Hospital and the Homer Phillips Hospital, St. Louis, Mo. 


Ann. Surg., 120:707-15, Nov. 1944 


Refrigeration of an extremity abolishes pain and lessens the blood 
flow and lymph flow. When such refrigeration is followed by, and 
combined with, the application of a tight tourniquet, absorption of 
toxic products from an infected gangrenous extremity is, for all prac- 
tical purposes, eliminated. Because refrigeration tends to delay wound 
healing and decreases the power of resistance of the tissues to bacterial 
invasion, the prolonged cooling of tissues to be preserved is not advo- 
cated. It is recommended that necessary amputations be carried out 
above the level of cooling. Because a patient’s general condition can 
be improved so greatly, during the combined use of cold and_ the 
tourniquet, by ordinary restorative measures, it is unnecessary to avoid 
the use of inhalation or spinal anesthesia for amputation. 

Six illustrative cases cared for in accordance with the above prin- 
ciples are reported. Each of the 6 cases presented had gangrene of 
one or both feet associated with infection and toxemia. In one instance 
there was septicemia. The basis tor the gangrenous process, as deter- 
mined by histologic study, was different in each of the cases—diabetic 
arteriosclerosis, thromboangiitis obliterans, spreading gas bacillus in- 
fection, peripheral embolism, popliteal thrombosis and frostbite being 
found. The patients were operated upon without mortality and with- 
out difh@ulties in subsequent wound healing. 

The details of procedure are not complicated. In all but the last 
case, ice bags were applied nearly up to the knee and the tourniquet 
placed below the knee 2 or 4 hours later, after anesthesia had been 
obtained. When the general condition warranted, usually after 24 
hours, amputation was performed above the knee, using inhalation or 
spinal anesthesia. None of the patients suffered from shock during 
or after operation. Refrigeration was not used in any case unless the 
patient’s condition was so poor, due to severe infection and absorption 
from the gangrenous part, that ordinary methods of treatment seemed 
dangerous. Previously such cases were treated with guillotine ampu- 
tation, followed by elective amputation at a higher lev el, at a later date. 
By the method herein employed the necessity for 2 operations was 
done away with. 16 references. | figure. | chart. 

REFERENCES TO CURRENT ARTICLES 
Phantom-Limb Pain: Its Relation to the Treatment of Large Nerves at Time 
of Amputation. Louis G. Herrmann and Edward W. Gibbs, University of 
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Cincinnati General Hospital. Am. J. Surg., 66:168-80, Feb. 1945. (The-in- 
cidence of phantom-limb pain in 120-patients adequately studied after major 
amputation of an extremity was highest (25 per cent) for the 4 patients with 
severely traumatized limbs, but only 5.8 per cent for the entire group. It is 
suggested that the treatment of the large nerves at the time of amputation is 
of considerable importance in preventing occurrence of phantom-limb pain.) 

Kinetic Amputations and Plastic Reconstructions of Fingers: Operative Technic 
and Functional Results. S. Potter Bartley, Brooklyn, N. Y. Am. J. Surg., 
66:181-83, Feb. 1945. (Remarks on presentation of a motion picture of opera- 
tive technic. ‘he author makes no attempt to close the plastic operation by 
skin under cutting, but applies a half-thickness skin graft for closure. In the 
forearm, he does not make deep tunnels, but only to about one-third of the 
circumference of the muscle. The operation is contraindicated in persons 
sensitive to the cosmetic appearance of a lobster-claw hand.) 

Amputations: A Comparison of End-Bearing and Ordinary Stumps. ‘T. Camp- 
bell ‘Thompson (Lt. Col., M.C., A.U.S.). S. Clin. North America, 1433-43, 
Dec. 1944. (The author concludes that the supracondylar tendinoplastic 
stump is superior to any other thigh stump and that the Syme stump is 
superior to the ordinary below-the-knee stump. He feels that the advantage of 
these end-bearing stumps should not be denied patients merely because 
prostheses required for them are more difficult to manufacture and are less 
realistic In appearance.) 

Refrigeration Anesthesia with Special Reference to Treatment of a Severely 
Damaged Extremity Complicated by Visceral Injury. George Miyakawa, 
Charleston General Hospital, Charleston, W. Va. Am. J. Surg., 66:384-86, 
Dec. 1944. (Reports 9 amputations done under refrigeration anesthesia. In 
the ninth case, reported in detail, the injury to the extremity was complicated 
by fractured pelvis with rupture of the bladder and urethra. The injured leg 
was packed in ice and amputation delayed 39 hours; the patient made a good 
recovery. In cases where visceral damage must receive immediate treatment, 
the performance of amputation at the same time often results fatally. With 
refrigeration, amputation can be delayed.) 

Gas Gangrene after Amputation under Refrigeration Anaesthesia; a Warning. 
E. Kirz, North Middlesex County Hospital, London, England. Brit. M. J., 
2:662, Nov. 18, 1944. (Reports a case in a man 75 years of age, in good gen- 
eral condition, in which amputation was done under routine pre- and _post- 
operative refrigeration technic. Gas gangrene developed 48 hours later, and 
the patient died in spite of administration of large doses of specific serum. 
In this case a bacillus identified as Cl. welchit was isolated from the ice. 
Numerous amputations had been done previously with ice from the same 
source without complications. This case indicates, however, the necessity of 
keeping ice to be used for refrigeration anesthesia free from contamination 
especially with spore-bearing varieties.) 

Simple Method of Amputating the Thigh. C. W. Gordon Bryan, St. Marys 
Hospital, London. Lancet, 2:375, Sept. 16, 1944. (Describes a method for 
amputation of the thigh using a Carden incision. The operation can be done 
rapidly, in 4 to 6 minutes, or less. Shock and plasma loss are minimized, 
and muscle retraction prevented.) 

Amputation Below the Knee for Gangrene in the Diabetic—Preliminary Report. 
Samuel Silbert. Proceedings of the Diabetic Association, April 25, 1944. Am. 
J. Digest. Dis., 11:394-98, 1944. (Amputation below the knee should not be 
performed in patients who have had a recent thrombosis of the femoral artery 
and gangrene developing within a few weeks of onset. At least three months 
are required for adequate collateral circulation to develop to the mid-leg, and 

it is safe to amputate below the knee. 
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Refrigeration Amputation. James Locke Neller (Lt., j.g., U.S.N.R.) and Erwin 
R. Schmidt. Wisconsin M. J., 43:936-41, Sept. 1944. (Report of 21 cases 
with only 3 deaths, 2 of which could not be attributed to the method. Mor- 
bidity was high, with 6 cases of genitourinary infection, 2 cases of gas bacillus 
infection, | case of bronchopneumonia and | case of lung infarction. In 5 
cases, the stumps did not heal by primary intention, necessitating 2 reamputa- 
tions. Various points of technic are discussed. The value of refrigeration am- 
putation is emphasized in selected cases of peripheral vascular disease requir- 
ing amputation. It may save lives in extremely poor risk cases where no other 
method would succeed.) 


50. Traumatic Surgery 


REFERENCES TO CURRENT ARTICLES 

Retrigeration in Trauma of the Extremities. R. T. McElvenny, Wesley Me- 
morial Hospital, Chicago, Ill. S. Clin. North America, 192-209, Feb. 1945. 
(Following a discussion of the principles and effect of refrigeration, the 
technic for amputation under refrigeration and use of the tourniquet is de- 
scribed, as well as the use of the machine for cooling and a modified amputa- 
tion procedure. Case reports are included to illustrate the effect of cooling 
in diabetic gangrene, in traumatized and potentially infected limbs, the length 
of time that cooling can be applied without damage to the skin, the effect of 
freezing a limb in infected gangrene of the foot and leg, the effect on over- 
whelming infection of an extremity and the effect of ice on a crushing injury.) 

Refrigeration in Trauma: Report of a Nine-Year-Old Patient with Lower- 
Extremity Gangrene, Following Dislocation of Distal Femoral Epiphysis. 
Harry E. Mock, Chicago, Ill. Am. J. Surg., 66:424-35, Feb. 1945. (This case 
proves that refrigeration anesthesia is applicable to the young as well as to the 
old and has its place in traumatic as well as in diabetic gangrene. In either 
instance amputation can be performed under refrigeration anesthesia without 
shock, physical or psychological.) 


51. Burns 


FURTHER STUDIES OF THE PREPARATION AND USE OF 
SULFATHIAZOLE OINTMENT IN THE TREATMENT OF 
BURNS 
HirGek Perry JENKINS, J]. GARROTT ALLEN, FrReperick M. Owens, JR., 
Paut W. ScHAFER and Lesrerk R. DrRaGstep1 


University of Chicago School of Medicine, Chicago, Hl. 
Surg., Gynec. & Obst., 80:85-96, Jan. 1945 


The recent general trend in the local treatment of burns has been 
to use some form of “grease” dressing. A petrolatum or vaseline dress- 
ing can be satisfactorily used, especially if combined with fine mesh 
gauze and pressure dressings, when the burn can be cleansed and 
treated soon after it occurs. If the burned area is contaminated, how- 
ever, and some time elapses before treatment can be instituted, severe 
infection may develop. The use of a bacteriostatic agent is indicated 
in such cases. ‘The authors have employed sulfathiazole for this pur- 
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pose; but in order to obtain an appreciable diffusion of the drug from 
a petroleum base, some type of surface active agent must be added. 

In the treatment of 60 cases of burns the sulfathiazole ointment 
preparations used included 5 per cent or 20 per cent sulfathiazole in 
aquaphor, 5 per cent sulfathiazole in aquaphor-water emulsion, and 
5 per cent sulfathiazole in petrolatum-water emulsion (water in oil 
type of emulsion with arlacel C and tween 80 as surface active 
agents). [he preliminary treatment of the burned area consisted in 
gentle cleansing with soap and water and irrigation with physiological 
saline solution, under strict aseptic precautions. Easily detached skin 
was removed, and usually blisters were opened. With adequate seda- 
tion with morphine, general anesthesia was not necessary in any of 
these cases. ‘he ointment used was spread on fine mesh gauze and 
applied to the burned area; pressure was obtained by the use of 
mechanics’ waste over the gauze and bandaging. In some cases, elastic 
bandages were used on the extremities, or elastoplast adhesive on the 
trunk for additional compression. ‘The sulfathiazole ointment was 
found to have a marked analgesic effect, so that little sedation was 
necessary after the dressing was completed. The original dressing was 
left in place for 10 days to 2 weeks. In many cases healing was com- 
plete when the dressing was removed. If this was not the case, sulfa- 
thiazole ointment was reapplied and left for another week. In the 
series of cases reported there was only | case in which the wound was 
not “substantially healed” in 3 weeks and in which skin grafting was 
required. In this case, the original dressing was removed on the eighth 
day, the burned extremity was treated with frequent changes of *‘so- 
called” sterile saline dressings during the day, before sulfathiazole was 
reapplied; infection developed in this case. ‘The burns in this series 
in general represented second-degree burns, judging from the results 
obtained. 

From their study of the effect of sulfathiazole ointment in the 
local treatment of burns, the authors conclude that with the type of 
ointment used, there is sufficient sulfathiazole liberated to have a bac- 
teriostatic effect without “overwhelming systemic absorption”; thus 
this form of treatment is feasible when it is impossible to follow the 
sulfonamide level of the blood by laboratory tests. The analgesic 
effect of the ointment is also an adv antage as the patient requires less 
sedation, and is kept in “a relatively more ambulatory condition.” 
The emulsion type of ointment may be easily prepared from sterile 
ingredients with the use of a simple salad dressing mixer. 


THE HEALING OF SURFACE CUTANEOUS WOUNDS: ITS 
ANALOGY WITH THE HEALING OF SUPERFICIAL BURNS 
Joun Marguis Converse and A. H. T. Ross-SmMitH 
New York, N. Y. Oxford, England 
Ann. Surg., 120:873-85, Dec. 1944 


Interest in the healing of cutaneous wounds produced by the re- 
moval of skin grafts was aroused by the fact that the wounds of super- 
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hcial burns appeared to present a similar process of healing. Four 
hundred and sixty-nine skin graft donor areas were studied and the 
approximate healing time following routine postoperative treatment 
was observed. The authors concluded that the quality of the repair 
was roughly proportional to the rapidity of healing. The latter ap- 
peared to be dependent upon a number of factors, such as the thickness 
of the graft, the thickness of the skin of the donor site, the degree of 
looseness of the skin of the donor area and infection. The healing 
of cutaneous wounds is a dual process consisting of a combination of 
repair with contraction. ‘The source of the epithelium and the forma- 
tion of fibrous tissue and its influence on the quality of the epithelium 
are discussed. 

Skin grafting is indicated in superficial burns for 2 main reasons: 

(1) For the relief of skin deficiency, of tightness, following inter-island 
contraction of deep dermal and mixed burns; particularly on the 
dorsum of the hand, around joints, for ectropion of the lids or distor- 
tion of the features of the face; (2) to replace skin of ‘poor quality. 
Thin, shiny or keloidal skin is poorly resistant to everyday trauma. It 
tends to crack and ulcerate, even as a result of cold weather. Return 
of sensation is poor, and the appearance often disfiguring. 

Epithelial healing originates from the epithelial elements in the 
dermis, hair follicles, sebaceous glands, and sweat ducts. “The number 
of these elements decreases in depth of the dermis and so healing is slow. 
In slow-healing areas, abnormal fibrous tissue is laid down in excessive 
amounts and the epithelium formed is of poor quality. Contraction 
following healing is appreciable in areas from which grafts have been 
cut near the base of the dermis. In deep dermal burns and in mixed 
burns, such a contraction has been observed and is called “‘inter- 
island contraction.” 

From 191 burned patients, 63 biopsy specimens were removed. 
The extent of anatomic destruction of the burn wounds and the mode 
of healing of the wounds was observed. An anatomic classification of 
burns is proposed as follows: 


TaRLe I 
CLASSIFICATION OF RBRURNS 
Epidermal burns: Erythema. 
Epithelial desquamation Heal well 
Dermal burns: Blisterting ; 
Superficial Burns Destruction of suverficial lavers of the dermis 
partial skin loss)| Deep dermal burns: Destruction of the dermis down to the 
deep layers. Heal slowly, with contraction; 


Mixed burns Small areas of total skin loss alternate with may require skin grafting. 
areas of deep « dermal burns. ! ; 
Deep Burns Destruction of the whole-thickness of the skin into,|Heal with difficulty, producing contractions 
total skin loss) or beyond, the fat. and deformities. Skin-grafting the rule 


4 references. 19 figures. 1 table. 
REFERENCES TO CURRENT ARTICLES 
Curling’s Ulcer in Experimental Burns. F. W. Hartman, Henry Ford Hospital, 
Detroit, Mich. Ann. Surg., 121:54-64, Jan. 1945. (Fifty animals had _ third- 
. degree burns of 50 to 60 per cent of the body surface dressed with vaseline or 


similar preparations. Curling’s ulcer occurred in 32, or 63.3 per cent. Thirty 
animals had _ third-degree burns of 50 to 60 per cent of the body surface 
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dressed with tannic acid or other tanning agents. Curling’s ulcer occurred 
in 2, or 6.6 per cent, and in these the dressing was of the wet type. Loss of 
plasma, autolysis with infection, and acidosis suggest themselves as etiologic 
factors.) 


Local Treatment of Burns with Pressure Dressings and Films Containing Sul- 
fonamide. Evan C. Reese (Major, M.C., A.U.S.). Am. J. Surg., 66:524-29, 
March 1945. (Results obtained in 43 cases of burns of various types, treated 
with transparent films containing sulfonamides and using pressure dressing 
on top of the film. ‘Thirty-four débrided second-degree burns were completely 
healed within 4 to 12 days after film application. Four cases of combined 
second- and third-degree burns showed complete healing of the second-degree 
burn in. 14 days and of the third-degree burn between 19 and 32 days, except 
in | case which required grafting. Results are tabulated.) 
he Absorption of Sulfonamides from the Burn Surface. Everett Idris Evans, 
M. J. Hoover and G. Watson James, III, Medical College of Virginia, Rich- 
mond, Va. Surg., Gynec. & Obst., 80:297-302, March 1945. (Experiments 
on 27 patients indicate that when sulfonamides are incorporated in an oily 
base, very limited absorption of the drug takes place. When a water dis- 
persible base is used, absorption is prompt and high blood levels of the drug 
may be reached. Studies on burned patients indicate that oil base sulfona- 
mide ointments can be used safely and with a low incidence of infection. In 
the authors’ experience an oil base of mixtures of lanolin and petrolatum 
has proved very satisfactory.) 

The Rationale of Burn ‘Therapy. Gerald H. Pratt (Lt. Comdr., M.C., 
U.S.N.R.). Am. J. Surg., 66:1-2, Jan. 1945. (A simple aseptic petrolatum or 
vaseline pressure dressing has been found effective and is used in both the 
Navy and Army Medical Services. \ short summary of general and _ local 
measures employed.) 


Phe Treatment of Burns and War Wounds. L. Kraeer Ferguson (Capt., M.C., 
U.S.N.R.). Bull. New York Acad. Med., 21:127-44, March 1945. (In the 
treatment of war wounds, the author has employed irrigation of the wound 
with saline solution; such loose tissue as “floated away” in the irrigating solu- 
tion was excised with scissors and forceps; easily accessible foreign bodies and 
bone fragments not attached to periosteum or muscle were removed. The 
author does not advocate excision of the wound or wound tissue. In cases of 
small wounds over a deep pocket, the incision was extended to “correspond 
to” the underlying wound. Microcrystalline sulfathiazole in powder form was 
sprayed on superficial wounds or introduced into deeper wounds as an aqueous 
suspension. Large wounds of the extremities were immobilized in plaster 
cases or splints. In certain types of wounds, suture was done, especially 
wounds of the face and scalp wounds not involving the bone or the brain. 
The treatment of certain types of wounds—fractures, chest wounds, abdominal 
wounds, vascular injuries and gas gangrene—is also discussed.) 

Burns. Frederick L. Conklin (Capt., M.C., U.S.N.). Mil. Surgeon, 96:139-42, 
Feb. 1945. (In the Navy, the common practice in the local treatment of 
burns is to use sterile vaseline, or petrolatum-soaked fine-mesh gauze strips 
and a pressure bandage. Except in the cases in which there is “marked and 
obvious sepsis,” the initial dressing is not disturbed for 10 to 14 days. In 
third-degree burns, skin grafting with split thickness grafts can sometimes be 
done at the time of removal of the initial dressing, even when preliminary 
débridement is necessary. At the time of the initial definitive treatment of 
the burn, extensive débridement is not done except for those burns grossly 
infected with extensive necrotic tissue.) 

Treatment of Burns. J. C. Rodney, Santa Monica, Calif. California & West. 

Med., 62:23-24, Jan. 1945. (In the treatment of the burned patient, treatment 
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of shock and relief of pain are the first considerations. The author uses 
Harkins’ formula for determining the amount of plasma to be given. In the 
local treatment of the burn, débridement under strict aseptic precautions is 
first done. For local application the author prefers Pickrell’s 3 per cent sul- 
fadiazine solution, sprayed on the burned area daily without dressings. This 
may be combined with daily hydrotherapy with normal saline. The author 
discusses pressure dressings, which he considers of special value when skin 
grafting is to be done; and the transparent jacket “‘system’’ advocated by 
Beverly Douglas, which, he considers, has many advantages when adequate 
hospital facilities are available.) 

A Demonstration of Two Types of Burn Shock. Myron Prinzmetal, H. C. Berg- 
man and Oscar Hechter, University of Southern California Medical School, 
Los Angeles, Calif. Surgery, 16:906-13, Dec. 1944. (Experiments on rats 
show two types of burn shock: one due to local fluid loss and the other due 
to some unknown factor. ‘This difference in the mechanism of production of 
burn shock may explain some differences of opinion regarding therapeutic 

. agents in burns.) 

Anesthesia for the Burned Patient. E. M. Papper (Capt., M.C., A.U.S.). Sur- 
gery, 17:116-21, Jan. 1945. (Morphia is the drug of choice for analgesia, to be 
supplemented, if inadequate, by minimal amounts of pentothal sodium or 
ether. If general narcosis is indicated pentothal sodium supplemented by 50 
per cent nitrous oxide in oxygen has given best results. “The concurrent use 
of sulfonamide drugs and pentothal sodium exerts no clinically demonstrable 
ill effects.) 

Experimental Study of the Tannic Acid Treatment of Burns: With Particular 
Reference to its Effect on Local Fluid Loss and Healing. Arthur W. Ham, 
Department of Anatomy, University of Toronto, Toronto, Canada. Ann. 
Surg., 120:698-706, Nov. 1944. (Experiments on hogs indicate that, if the 
tannic acid therapy of burns has a use, it is in the sort of burn in which most 
of the fluid loss occurs from the superficial plexuses of vessels that are nor- 
mally concerned in temperature regulation, and that to be effective in pre- 
venting fluid loss from these, the tan should be kept dry. There is no evi- 
dence suggesting that the tannic acid therapy would be as efficacious in burns 
of second- or third-degree.) 

Experimental Study of the Histopathology of Burns with Particular Reference 
to Sites of Fluid Loss in Burns of Different Depths. Arthur W. Ham, Depart- 
ment of Anatomy, University of Toronto, Toronto, Canada. Ann. Surg., 
120:689-97, Nov. 1944. (The differences between the skin of man and animals 
are discussed, and it is emphasized that the manifestations of superficial burns 
cannot be produced in animals. The histopathology of burns in animals 
differs profoundly from that in man. The skin of the hog was found most 
similar to that of man, and was therefore used in these experiments. The 
microscopic pictures of first-, second- and third-degree burns are described 
The findings indicate that extensive burns tend to abstract significant 
quantities of whole blood from active circulation in addition to the plasma 
that is lost by leaking away from the smaller vessels.) 


52. Shock 
REFERENCES TO CURRENT ARTICLES 
Hemorrhagic Shock: The Relative Effect of Amino Acids, Amigen and Gelatin 
in Dogs. R. J. Nicholl, W. F. Boucher and R. W. Prince, University of 
Rochester School of Medicine, Rochester, N. Y. Surg., Gynec. & Obst., 
80:181-86, Feb. 1945. (A 3 per cent solution of bovine bone gelatin previously 
autoclaved 20 minutes and 180 minutes proved 100 per cent effective in over- 
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coming hemorrhagic shock in 15 dogs. The other substances tested were less 
effective. It would seem justifiable to try gelatin solution in emergency treat- 
ment of hemorrhagic shock in man.) 


Orientation to the Mechanisms of Clinical Shock. E. A. Stead, Jr., and J. V- 
Warren, Atlanta, Ga. From the Medical Service of Grady Hospital and the 
Department of Medicine, Emory University School of Medicine. Arch. Surg., 
50:1-5, Jan. 1945. (The various mechanisms which produce clinical shock 
are described. In any given patient several of these disturbances may be 
present at the same time. The term shock is defined and the condition known 
as irreversible shock caused by prolonged circulatory failure from hemorrhage, 
loss of plasma or dehydration or bacterial toxins. The conditions causing 
shock, such as pericardial tamponade, massive pulmonary embolism, failure 
of cellular metabolism and changes in tone of the small blood vessels, are 
discussed.) 


Methedrine and Surgical Shock (La méthédrine et le choc opératoire).  F. 
Hudon and B. Paradis, Hétel-Dieu, Quebec, Canada, Laval méd., 10:110-28, 
Feb. 1945. (Reports the use of methedrine in the treatment of 40 cases of 
surgical shock. If methedrine was given as soon as signs of shock became evi- 
dent, 5 to 10 mg. doses were sufficient to raise the blood pressure; larger 
doses increased the pulse rate. If shock was more profound the blood volume 
was increased by the administration of plasma or blood before the methedrine 
was given. In the cases reported, the results were more favorable than when 
blood transfusion alone was employed.) 

Traumatic Shock; Pressor Therapy; the Effect of Paredrine (p-Hydroxy-a- 
Methylphenylethylamine Hydrobromide) on the Circulation in Hemorrhagic 
Shock in Dogs. Howard A, Frank, Mark D. Altschule and Norman Zameback, 
Beth Israel Hospital and Harvard Medical School, Boston, Mass. J. Clin. 
Investigation, 24:54-61, Jan. 1945. (In experiments on dogs in which hem- 
orrhagic shock was produced, it was found that vascular constriction was not 
maximal, and that arterial and venous pressures could be raised by the admin- 
istration of paredrine. ‘he response to paredrine, however, diminished late in 
shock or after repeated dosage. In these experiments the increase in arterial 
and venous pressure produced by paredrine was not accompanied by an im- 
provement in blood flow. Ihese experiments did not indicate whether the 
vasoconstriction produced by paredrine has a useful or a harmful effect in 
hemorrhagic shock.) 

Studies of Plasma Volume in the Human Being; Comparative Results of Reduc- 
tion of Plasma Volume: Intramuscular Pressure and Venous Pressure in Sur- 
gical Shock. Henry H. Henstell (Capt. M.C., A.U.S.) and Lewis Gunther 
(Comdr. M.C., U.S.N.R.) Am. J. M. Sc., 209:187-99, Feb. 1945. [In a study 
of surgical patients it was found that peripheral circulatory failure and sur- 
gical shock may occur without a reduction in the plasma volume; and that a 
decrease in plasma volume up to 590 cc. is not necessarily followed by pe- 
ripheral circulatory failure. Measurements of intramuscular pressure and ve- 
nous pressure showed that a decline of intramuscular pressure was followed by 
lowering of venous pressure and by peripheral circulatory failure. The ad- 
ministration of Nikethamide restores low intramuscular pressure to a higher 
level and this is followed by an improvement in the peripheral circulation, 
whether there is any change in the plasma volume or not. The relation of 
the peripheral circulation to intramuscular pressure (the venopressor mecha- 
nism) should be further investigated by studies on human beings, rather than 
on animals. | 


Further Studies on the Role of Bacteria in Shock Due to Crushed Muscle in Dogs. 


S. C. Freed, H. E. Kruger and Myron Prinzmetal. From the Harold Brunn 
Institute, Mount Zion Hospital, San Francisco, Calif. Surgery, 16:914-22, 
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Dec. 1944. (Experiments on dogs show that sulfamerazine administered locally 
partially prevents shock produced by muscle crushing. Systemic administration 
of the drug immediately, or 6 hours after operation, is completely effective in 
preventing shock. Administered 17 hours after operation the drug is slightly 
effective, and after 24 hours ineffective. Applied to human beings with crush 
injuries, treatment should be as follows: Following débridement, sulfamerazine 
should be given both locally and systemically and should be continued for sev- 
eral days in adequate amounts. None of the 50 dogs adequately treated by 
antibacterial agents developed shock, thus demonstrating the role of bacteria 
in shock due to muscle crushing.) 

The Peripheral Circulation During the ‘Tourniquet Shock Syndrome in the Rat. 
Robert Chambers, B. W. Zweifach and B. E. Lowenstein, Department of 
Biology, Washington Square College of Arts and Science, New York City, and 
the Lilly Research Division, Marine Biological Laboratory, Woods Hole, 
Mass. Ann. Surg., 120:791-802, Nov. 1944. 


53. Transfusions 


REFERENCES TO CURRENT ARTICLES 
The Intravenous Injection of a Protein-Digest Solution in Surgical Patients. 
Charles Stanley White and Jacob J. Weinstein, George Washington Medical 
School, Washington, D. C.  Surg., Gynec. & Obst., 80:313-18, March 1945. 
(Description of a protein-digest solution which in 200 consecutive intravenous 
injections in 49 patients caused only 7 reactions, no acute thrombophlebitis 
and may be safely used in critically ill patients to supply needed protein. In 
some cases the addition of vitamins, glucose and inorganic salts is indicated.) 


Evaluation of Gelatin and Pectin Solutions as Substitutes for Plasma in the 
Treatment of Shock. Histologic Changes Produced in Human Beings. Hans 
Popper (Capt., M.C., A.U.S.), and Bruno W. Volk (Lt., M.C., A.U.S.), Hektoen 
Institute for Medical Research and the Departments of Surgery and Therapeu- 
tics, Cook County Hospital. Arch. Surg., 50:34-45, Jan. 1945. (From experi- 
ences in a series of 317 patients, it is concluded that gelatin appears preferable 
to pectin in the form used.) 

Malaria from Bank Blood Transfusions. Roy D. McClure and Conrad R. Lam, 
Henry Ford Hospital, Detroit, Mich. Surg., Gynec. & Obst., 80:261-62, March 
1945. (Two cases illustrating the possibility of transmission of malaria in 
blood that has been refrigerated for 5 days and drawn from donors without 
symptoms of the disease for 25 years. Prophylactic administration of quinine 
to the recipient when the donor blood is suspect has been suggested, but 
proper screening of donors is the logical means of prevention of malarial 
transmission in this manner. When possible, blood from donors who have 
lived in a malarial district should be converted to plasma.) 


A Splint for Intravenous Infusion. Joseph H. Zeigerman, Graduate School of 
Medicine, University of Pennsylvania. Ann. Surg., 121:253-55, Feb. 1945. 
(Description of a three-angled splint, covered with a mattress and leather 
straps ready for instantaneous use, reducing muscle cramps and stiffness to a 
minimum, taking the weight off the forearm, affording patient greater free- 
dom of motion, facilitating complete immobilization when needed. It is a 
time-saving device.) 

he Use of Red Cells in Transfusion Therapy. Alfons P. Falkenstein, St. Vin- 
cent’s Hospital, Toledo, Ohio. Surg., Gynec. & Obst., 80:187-89, Feb. 1945. 

(Suggestions as to conditions which might be treated sufficiently or even better 
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with red cells only and an effort to disprove some of the objections to the use 
of red cell suspensions.) 


Hemolytic Transfusion Reactions Due to Rh Incompatibility; Manifestation 
of Sensitivity to the Rh Factor Many Years after Immunization by Pregnancy. 
Lawrence E. Young and Donald H. Kariher, University of Rochester School 
of Medicine and Dentistry, Rochester, N.Y. J.A.M.A., 127:627-32, March 17, 
1945. (Reactions in 3 women indicate that serious reactions may occur with- 
out serious symptoms or signs and that sensitivity to the Rh factor may persist 
for many years or life. The Rh incompatibility is often unpredictable by any 
sort of in vitro matching test. Prevention of such reactions consists only iti 
always giving Rh negative blood to Rh negative patients. This necessitates 
a complete reorganization of the blood bank so that Rh negative blood will 
always be available. Study of reactions includes rechecking of the groups and 
cross matchings, chemical examination of the blood and urine, and determina- 
tion of the survival of the transfused blood cells.) 


Colloidal Plasma Substitutes. J.A.M.A., 126:1154-55, Dec. 30, 1944. (Certain 
recently developed hydrophilic colloids such as gelatin, isinglass, pectin, 
methylcellulose, polyvinyl alcohol, and vinyl pyrrolidin polymer have certain 
advantages over plasma, being cheaper, readily available and nonantigenic. 
Extensive clinical use of these agents had been hindered by certain undesirable 
effects on the recipient, which are enumerated. Attention is drawn to the 
work of Locke and Roome and their experiments with polyvinyl alcohol of a 
low molecular weight. The survival rates of animals in shock were better 
than those obtained with plasma.) 


Immunity to the Rh Factor as a Cause of Blood Transfusion Reactions. Elmer 
L.. DeGowin, University of lowa Hospitals, lowa City, lowa. J. Lab. & Clin. 
Med., 30:99-106, Feb. 1945. (In 5,386 consecutive blood transfusions, the 
incidence of reactions was 3.4 + 0.2 per cent in the entire series, with a higher 
incidence in females than in males; this may be due to isoimmunity to the Rh 
factor resulting from pregnancy. In the 186 transfusion reactions of all types, 
6 were attributed to isoimmunity to the Rh factor. Isoimmunity was at- 
tributed to multiple transfusions in 4 cases, to pregnancy in 2 cases. There was 
| fatality in the cases sensitized by multiple transfusions. Reactions due to 
sensitization by multiple transfusions developed only after 4 or more trans- 
fusions. Of the 399 patients given 4 or more transfusions, approximately 60 
were Rh-negative (on the basis of incidence in the general population); yet 
only 4 reactions due to transfusion with Rh-positive blood developed in these 
cases. Preliminary cross-matching for the anti-Rh agglutinin would not have 
prevented all these reactions.) 

Gelatin as a Plasma Substitute; The Effect of Gelatin Infusion on the Subse- 
quent Typing and Cross-Matching of the Blood, with a Method of Eliminat- 
ing the Phenomenon of Pseudoagglutination. C. Everett Koop and Louisa 
Bullitt, Univ, of Pennsylvania Surgical Research School of Medicine, Phila- 
delphia, Pa. Am. J. M. Sc., 209:28-33, Jan. 1945. (Following the intravenous 
infusion of gelatin, the erythrocytes show pseudoagglutination, with the for- 
mation of rouleaux. As gelatin is being used as a plasma substitute, in the 
prevention and treatment of shock in patients who may subsequently require 
whole blood transfusion, the effect of this pseudoagglutination on typing and 
cross-matching of blood was studied. As a rule it was found that it in no way 
interfered with blood grouping. In cross-matching bloods, pseudoagglutina- 
tion of varying degrees occurs in donors’ cells mixed with patients’ sera after 
gelatin infusion; this can be abolished by the addition of | per cent glycine 
in normal saline to the erythrocyte-serum suspension.) 
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54. Wounds 


SECONDARY SUTURE OF WAR WOUNDS; A CLINICAL 
STUDY OF 305 SECONDARY CLOSURES 
HARWELL WILSON (Lt. ria M.C.,- A.U.S.) 
Ann. Surg., 121:152-56, Feb. 1945 


In civilian practice delayed closure of traumatic wounds is not 
often employed. But in battle casualties it is of importance for the 
early return of soldiers to duty. In war wounds adequate débridement 
without suture is “a necessary principle” of the initial surgical treat- 
ment, because of extensive devitalization of tissue, contamination with 
foreign materials, and the interval that often elapses between the 
injury and the initial treatment. Secondary closure of such wounds 
promotes early healing, with better functional and cosmetic results. 
‘The wounds most suitable for secondary closure are those adequately 
débrided within 10 days, not subjected to frequent changes of dress- 
ing, and appearing to be “relatively clean.” Such wounds may be 
inspected briefly, using “mask and instrument” technic; the final layer 
of vaselined gauze covering the wound is usually left in place until 
the patient is in the operating room. In wounds débrided for over 
10 days and showing slight infection, a period of preparation for 
closure using warm, wet pressure dressings 1s employed. In cases in 
which primary débridement is done within 5 to 7 days before sec- 
ondary closure, and the wound is clean, the saith of choice is 
closure by interrupted sutures, either plain or of the vertical mattress 
type. In wounds over 10 days old, total or partial excision of the 
wound is indicated to obliterate the “dead space.” Maintenance of 
a normal red cell count, hemoglobin, plasma protein and vitamin C 
blood level is of importance in promoting healing in all cases. 

In the series reported, 305 secondary closures were done on 204 
patients. The interval between débridement and closure varied from 
4 to 47 days. In 224 closures within 10 days after débridement, heal- 
ing without evidence of infection occurred in 90, or 85 per cent; in 
25 cases, or 1] per cent, slight infection required the removal of one 
or two sutures. ‘Total breakdown of the wound occurred in 9 cases, 
4 per cent. In 37 wounds 10 days old, simple suture with slight under- 
mining of the edges was employed for secondary closure; healing per 
primam occurred in 38 per cent; 54 per cent showed slight infection 
requiring removal of one to three sutures; 8 per cent showed total 
breakdown of the wound. In 44 wounds over 10 days old, excision 
of wound and suture resulted in healing per primam in 64 per cent; 
slight infection with removal of one to four sutures in 32 per cent 
and complete breakdown of the wound in 4 per cent. In a few cases, 
a rubber tissue drain was used. As experience increased fewer wounds 
were drained, drainage being used only in wounds involving deep 
fascia or muscle and those previously extensively infected. In some 
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cases with extensive tissue loss, in which complete closure without ten- 
sion was difficult, partial closure by secondary suture was combined 
with a split-skin graft to cover the remainder of the wound. 


SKIN GRAFTING AND SECONDARY CLOSURE OF WAR 
WOUNDS; A PRELIMINARY REPORT 


CHarirs S. WHELAN (Capt., M.C., A.U.S.) and Wes_ey D. THOMPSON, JR. 
(Major, M.C., A.U.S.) 


Surg., Gynec. & Obst., 79:584-88, Dec. 1944 


In the early treatment of war wounds, hemorrhage is controlled, 
foreign bodies removed and débridement accomplished. In the later 
treatment during the “convalescent” period, the purpose is to obtain 
closure of the wound and the restoration of function. For this pur- 
pose, the authors have employed skin grafting and secondary closure. 
Secondary closure is indicated in lacerated wounds in which the edges 
are not “too far apart,’ or penetrating wounds in which there has 
been no appreciable loss of tissue. Skin grafting is preferable in 
wounds in which there is considerable separation of the skin, and in 
which the granulation tissue les at or near the surface of the skin. 
Small lacerated wounds often heal well with the use of “adhesive ap- 
proximation.” In the 114 cases reported in which plastic procedures 
were carried out, secondary closure was done in 56 cases, skin graft- 
ing in 54 and a combination of the two procedures i in 4 cases 

On the patient's admission to the hospital, ‘a toilet” of the wound 
was done if necessary, with removal of any necrotic tissue, and con- 
tinuous aqueous azochloramid. For at least 48 hours before either 
skin grafting or secondary closure was done, continuous dressings of 
hot boric acid solution or normal saline were employed. 

For skin grafting the anterior surface of the thigh was most fre- 
quently used as the donor site; when very large grafts were necessary, 
the abdomen, chest or back was used. Split thickness grafts were 
found to give more successful takes than thicker grafts; thicker grafts 
should, however, be used over pressure points. Full thickness grafts 
were used in the palm of the hand with good results The grafts were 
usually sutured in place, using first anchor sutures of No. 0000 
Deknatel silk, then continuous suture around the graft. In dressing 
the grafted area it is most important to obtain even pressure over the 
entire area; mechanics’ waste can be used as a substitute for sea sponge 
in pressure dressings if it is fluffed out well. 

In secondary suture, the various suture materials employed, wire, 
silk and silkworm gut, seemed to give equally good results. Im- 
mobilization is as important after secondary suture as after skin 
grafting. ‘Ihe authors’ experience has convinced them that these 
plastic procedures “are eminently worth while” in the treatment of 
war wounds. ‘They result in a more rapid restoration of the tissues 
to normal and earlier preparation of the patient for. reconstructive 
procedures that may be necessary. 
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THE TREATMENT OF FLESH WOUNDS BY EARLY 
SECONDARY SUTURE AND PENICILLIN 
F. H. Bentiey (Lt. Col., R.A.M.C.) 
Brit. J. Surg., 32:132-39, Suppl. to July 1944 


Penicillin and early secondary (late primary suture), i.e., within 
the first 2 weeks and usually within the first week after the wound 
was received, were employed in 200 cases. In 101 cases, the wounds 
were penetrating through-and-through wounds with deep muscle tracks 
and extensive muscle laceration. In these cases, the possibility of wound 
suture was demonstrated by pressing the wound margins together. 
Deep pockets and penetrating tracks were opened up so that the 
penicillin’ solution could reach all parts of the wound. ‘The skin edges 
were narrowly excised (2 to 3 mm.) with the superficial wound unless 
the latter was “perfectly straight and clean”; and the wound margins 
were undermined for the minimum distance necessary to secure ap- 
proximation. ‘Tubes of fine rubber were introduced through stab 
incisions at least | inch from the wound margin; these tubes were used 
for the subsequent instillation of penicillin solution; the number of 
tubes depended on the size of the wound, the extent of deep lacera- 
tion, and the degree of infection. ‘The skin was closed by interrupted 
sutures of silkworm gut; “‘a considerable degree” of tension could be 
employed, as edema subsides rapidly with penicillin treatment. How- 
ever, where tight skin flaps stretched over a hollow in the tissues 
(tentage), either a flap of skin and fat was rotated to complete the 
suture, or the wound was left open at this point, and closed with 2 
or 3 pinch grafts in 10 to 14 days, when the hollow had been filled with 
granulation tissue. A bulky dry dressing was used, allowing the tubes 
to protrude 2 inches through it. Penicillin solution was instilled 
through the tubes. The part was then immobilized by plaster band- 
ages, splints or other means. Aspiration through the tubes followed 
by instillation of sodium penicillin solution was done morning and 
evening for 5 days; such instillations rarely caused any discomfort after 
the first time. No treatment was given on the sixth day, and the 
dressings and tubes were removed on the seventh day. If gram- 
negative pus was present in the tube track or around the sutures, it 
was expressed, and a dry dressing applied; as long as such pus was 
present, dry dressings were repeated at | or 2-day intervals. Sutures 
were removed on the twelfth day, after which active exercises were 
begun. 

The sodium penicillin solution used contained 500 units per cc.: 
if the necessary dosage requires too large a quantity of fluid, the 
strength of the solution can be increased to 1,000 units per cc. A 
moderate sized surface wound with a deep track requires a total dosage 
of 20,000 to 25,000 units of penicillin, and larger wounds more in pro- 
portion. One of the patients in this group died of his wound 2 days 
after admission. In the other cases there was complete absence of 
“wound toxemia’ as soon as the wounds were sutured and the peni- 
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cillin treatment begun. Primary union occurred in 83 cases and 
delayed primary union in 9 cases, giving a total of 91 per cent 
successful union. 

There were 43 cases of penetrating and tangential wounds with 
muscle involvement, but no deep tracks. In this group the method 
of preparing the wound was similar to that in the first group; exci- 
sion of infected muscle could always be fairly complete. In this group, 
calcium penicillin sulfonamide powder (2,000 units penicillin per 
gm.) was insufflated into all parts of the wound, the skin approximated 
with silkworm-gut sutures, a firm dry dressing applied, and the part 
kept at rest until sutures were removed on the tenth day. ‘This 
method of suture was used in 42 of the 43 cases; in | case, with a 
wound of the leg, the penicillin-sulfathiazole powder was insufflated 
into the wound, and suture was not done until a severe traumatic 
edema subsided. In this group, the wounds healed by primary union 
in 40 cases and by delayed primary union in 2 cases; in | case there 
was a breakdown of 14 inch due to tension. 

In a third group of 56 cases, the wounds involved skin and fat 
only. In this group, if the wound was “dirty,” the penicillin-sulfa- 
thiazole powder was insufflated into the wound daily for 3 or 4 days 
before suturing; otherwise immediate suture was done after trimming 
the skin edges, and a single insufHlation of the powder. Wounds 
healed by primary union in 54 cases and by delayed primary union 
in 2 cases., Patients in this group were returned to duty in an average 
period of 20 days. 

In the entire series of 200 casualties, primary healing was obtained 
in 190 cases, 95 per cent. Six of the 190 patients with primary healing 
were returned to the United Kingdom for the treatment of other 
injuries; the remaining 184 patients were returned to active duty. 


APPLICATION OF PENICILLIN ‘TO WAR WOUNDS 


J. S. Jerrrey (Lt. Col., R.A.M.C.) 
Brit. J. Surg., 32:124-29, Suppl. to July 1944 


The three main indications for penicillin in war surgery are to 
prevent infection of the wound soon after wounding (i.e., in the “For- 
ward Areas’), to control infection in the first 2 weeks (i.e., at the 

“Forward Base Hospitals”), and to combat sepsis in the later stages. 
In the British Army in Italy a penicillin-sulfathiazole powder (5,000 
units penicillin per gm.) was insufflated throughout the wound after 
the completion of wound excision at the Casualty Clearing Station. 
After insufflation of the powder, the wound was covered with vaseline 
gauze and the part immobilized for transportation. Of 100 wounds 
so treated and not disturbed until the patients reached the Forward 
Base Hospital 5 days later, 50 per cent showed no growth on culture 
when first “unveiled.” In 500 wounds especially studied, secondary 
suture was successful in over 90 per cent. | 
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Penicillin is also used at forward base hospitals to control infection; 
here it may be applied locally or given systemically. Local applica- 
tion is indicated especially in lesions to which the drug “cannot gain 
access’ from the blood stream; because of its inability to pass effectively 
through certain body membranes, as in lesions of the brain, spinal 
cord, or meninges, intrapleural lesions, and joint lesions; or in the 
treatment of abscess cavities or large dead spaces in bone. In such 
cases, if there is any associated septicemia, penicillin should also be 
given systemically. In soft-tissue wounds and minor fractures, local 
treatment with penicillin is as effective, more economical and more 
comfortable for the patient than systemic treatment. ‘The local use 
of penicillin in soft-tissue wounds was found to make it possible to 
perform early secondary suture in a large percentage of such wounds. 

In cases of established sepsis in wounds of.several weeks or months 
duration, the use of penicillin alone is not sufficient; it must be com- 
bined with other measures, such as surgical drainage of abscesses, 
removal of “dead matter,’ blood transfusion, and correction of 
avitaminosis and hypoproteinemia. In cases of established sepsis, gas 
gangrene, amputation stumps, extensive soft tissue wounds, and com- 
plicated fractures, penicillin must be given systemically, by intra- 
muscular or intravenous injection. Because, at present, the adminis- 
tration of penicillin involves difficulties, it is well for each hospital 
using penicillin to have a ‘special team responsible for its administra- 
tion. Penicillin is not indicated in the treatment of infections due to 
organisms resistant to this drug; it is noted that about 5 per cent of 
staphylococcal infections are resistant to penicillin; this resistance ap- 
pears to be an inherent one in certain strains, as no evidence has been 
found in the study of war wounds that a susceptible organism has 
been rendered resistant by inadequate dosage of penicillin. 


GRAMICIDIN S AND ITS USE IN THE TREATMENT OF 
INFECTED WOUNDS 
G. F. Gause and M. G. BRAZHNIKOVA 


Moscow, U.S. S. R. 
War Med.. 6:180-81, Sept. 1944 


The clinical application of gramicidin $ was studied in 573 cases, 
consisting of septic gunshot wounds of the hip; suppuration following 
heavy burns of the abdomen, breasts, hips and hands; abscesses of the 
abdominal wall; heavy anerobic phlegmons, and others. ‘The original 
4 per cent solution of gramicidin was diluted with water to make the 
concentration of gramicidin 400 to 800 micrograms per cubic centi- 
meter of the liquid and applied daily, either locally or into the cavities. 

Application of gramicidin S$ resulted in rapid disappearance of 
bacteria in the wound and successful epithelization, successful prep- 
aration of the wound for surgical treatment, and disappearance in 
some cases of the septic state through elimination of the local sup- 
purative process. 
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A group with septic gunshot wounds of the larynx and chronic 
otitis media were rapidly improved by application of the drug. A 
third group, consisting of empyema cases, was treated by aspiration 
of the pus with a syringe and introduction of 50 to 100 cc. of aqueous 
solution of gramicidin S into the pleural cavity two or three times 
with subsequent elimination of the infectious process. 

Heavy suppurations of gunshot fractures in a fourth group were 
rapidly arrested by the local application of gramicidin S immediately 
following sequestrectomy. 

The toxicity of gramicidin §S is the same as for tyrothricin. Mor- 
tality in control animals with experimental wounds infected with 
garden soil was 100 per cent, but in the rats treated with gramicidin 
S was only 40 per cent. 


REFERENCES TO CURRENT ARTICLES 

Treatment of Wounds by Delayed Suture. William Patrick (Lt. Col., R.A.M.C., 
T.A.). Brit. M. J., 2:788-90, ‘Dec. 16, 1942. (Describes a technic for the treat- 
ment of infected, granulating wounds by excision of all granulating tissue and 
suture. After excision of the granulating tissue, skin edges are undercut and 
mobilized, hemostasis is secured, penicillin or a sulfonamide alone, or in 
combination is dusted into the wound, and any gap in the deep fascia covering 
underlying muscles is repaired, before the wound is sutured. The suture line 
is also dusted with penicillin or sulfonamide powder. In 3 groups, totalling 
56 wounds, 47 have completely healed in 3 weeks following suture.) 


Early Closure of Soft ‘Tissue Wounds with Chemotherapeutic Agents; a Compara- 
tive Study. James J. Mason Brown (Lt. Col., R.A.M.C.).e Brit. J. Surg., 
32:140-43, Suppl. to July 1944. (Sixty-eight soft-tissue wounds were sutured, 
using sulfanilamide powder but without penicillin, with 23 per cent failures. 
In 110 comparable wounds sutured with one insufflation of penicillin-sulfa- 
thiazole powder, there were no failures. In addition, 108 wounds which would 
have been unsuitable for suture “by pre-penicillin standards” were sutured 
with insufflation of the penicillin powder, with 17 per cent failures. Also 
18 large septic wounds were sutured and treated with instillation of penicillin 
solution through tubes, with only 3 failures, all of which were attributable to 
errors in technic.) 


Wound Healing: An Experimental Study of Water Soluble Chlorophyll Deriva- 
tives in Conjunction with Various Antibacterial Agents. Lawrence W. Smith 
and Alfred E. Livingston, Temple University School of Medicine. Am. J. 
Surg., 66:30-39, Jan. 1945. (A discussion of the clinical possibilities of chlor- 
ophyll in combination with the various antibacterial agents is presented and 
its importance in the healing of chronic types of ulcerative lesions is stressed.) 


The Treatment of Soft-Tissue Injuries to the Hand. (The author, being in 
military service, desires to remain anonymous.) California & West. Med., 
62:20-21, Jan. 1945. (Excision of the wound as described by Boehler, with a 
blood pressure cuff on the upper arm as a tourniquet. After removal of the 
tourniquet, bleeding is controlled. ‘Tendons are sutured with stainless steel 
wire (No. 35); nerves are sutured with fine silk. Afer treatment is completed, 
the injured extremity is elevated by an aeroplane splint until acute swelling 
subsides. ) 


Differences in the Patterns of Bites of Venomous and of Harmless Snakes. Clif- 
ford H. Pope and R. Marlin Perkins, Chicago Natural History Museum, Chi- 
cago, Ill. Arch. Surg., 49:331-36, Nov. 1944. (In a study of the bite patterns 
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made by various snakes on plasticine cylinders or a gelatine model of the hand, 
it was found that the pit viper of the United States bites, and does not merely 
strike with its fangs, as has been stated by others; the bite pattern of the pit 
viper can be recognized. The bite patterns of other venomous snakes studied 
differed from that of the pit viper and also from that of non-venomous snakes. 
In treating a case of snake bite it is important to determine whether there 
is actual snake poisoning or merely injury by the bite of a non-venomous 
snake. Physicians in reporting cases of snake bite should include diagrams 
of all marks made by teeth and fangs to help in accumulating data on bite 
patterns. ) 

Method for the Local Administration of Penicillin. Elliott C. Cutler (Col., 
M.C., A.U.S.), and William R. Sandusky (Major, M.C., A.U.S.), Professional 
Services Division, Office of the Chief Surgeon, E.T.O., U.S. Army. Surgery, 
16:937-8, Dec. 1944. (A method for local administration of penicillin is 
described, employing dehydrated human plasma as a vehicle. Uniform dis- 
tribution on the wound surface is accomplished by means of a powder in- 
sufflator. Experience at a station hospital has demonstrated the superiority 
of this method over previous methods used. It is suggested to save time by 
dissolving the penicillin in liquid plasma and dehydrating the resulting solu- 
tion which can then be distributed in appropriate sterile containers.) 


The Application of Succinylsulfathiazole and Phthalylsulfathiazole to Granu- 


lation Tissue: Absorption and Excretion. Edgar J]. Poth and Charles A. Ross, 
Department of Surgery, the University of Texas Medical Branch, Galveston, 
Texas. Surgery, 16:932-36, Dec. 1944. (Both drugs are rapidly absorbed 
when applied to granulation tissue—within 24 hours after application. It 
cannot, therefore, be assumed that untoward reactions will not occur follow- 
ing the application of sulfasuxidine or sulfathalidine to granulating wounds, 
and they are not recommended for topical use.) 


' Se er a : 4 ‘ , 
The Clinical Value of a Growth-promoting Substance in the Treatment ol 





Indolent Wounds. A. B. Kerr (Lt. Col., R.A.M.C.), and H. Werner (Lt. 
R.A.M.C.). Brit. J. Surg., 32:281-7, Oct. 1944. (A stable dry preparation of 
adult sheep's heart muscle capable of stimulating cell growth was used in 
the treatment of indolent lesions in human subjects who had resisted orthodox 
methods of treatment. ‘The majority responded favorably to this treatment. 
This substance is also believed to improve the “take” of transplants in skin 
grafting.) 


Epithelization ol Experimental Wounds. Frank L. Apperly and M. Katharine 


Cary, Medical College of Virginia, Richmond, Va. Arch. Surg., 49:327-30, 
Nov. 1944. (From a study of wound healing in experimental animals (rats), 
the authors conclude that, with a constant rate of epithelial proliferation, the 
wound area covered per day depends on the length of the periphery of the 
wound. In long, narrow wounds, in which there is a high ratio of periphery to 
area, a simple formula based on the breadth of the wound can be used to cal- 
culate healing time. For broad wounds, in which there is low ratio of pe- 
riphery to area, a formula based on the more complicated measurement of area 
must be used. The administration of ammonium chloride or sodium acetate 
to produce acidemia or alkalemia had no effect on the rate of epithelization 
of wounds in these experiments.) 


Powdered Erythrocytes for Dressings of Wounds and Ulcers. T. H. Seldon, J. S. 


Lundy and R. C. Adams. Surg. Clin. of N. Amer., Mayo Clinic Number, 
814-21, 1944. (Reporting 3 cases of ulcer treated with powdered erythrocytes.) 
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55. ‘alee Surgery 


SOME EXPERIENCE OF REPARATIVE SURGERY IN THE 
MIDDLE EAST, WITH A SHORT REVIEW OF 1,200 CASES 
TREATED DURING THE LAST TWO YEARS 


Micuaet C. Ovprietp (Major, M.B.E.) 
Brit. J. Surg., 32:237-46, Oct. 1944 


A preliminary review of the 1,200 cases treated by a Maxillo- facial 
Unit in the Middle East during a period of 2 years is presented. Some 
impressions on the treatment of 190 cases of severe burns are given. 
The back of the trunk was involved in all the 4 patients who died 
from the effects of burns. Rapid venesection of 31% pints and replace- 
ment by transfusion of fresh and stored blood was used in the treat- 
ment of | patient suffering from severe burn toxemia, associated with 
intractable vomiting and persistent hiccup. ‘This patient recovered. 
The importance of air evacuation, burn centers, external pin-fixation 
for certain facial fractures, and a rigid dressing technic is emphasized, 
A short description is given of some of the complications that have 
occurred amongst these patients; crush anuria and traumatic aneurysms 
of the common carotid, femoral, and brachial arteries are mentioned. 

Of the 1,200 patients, 862 were returned to their unit fit for duty, 
190 were transferred to other Special Centers for treatment of asso- 
ciated injuries, 100 are still under treatment and 8 died. One of the 
8 patients who died had crush anuria, 3 had gunshot wounds of the 
face with multiple associated injuries, and 4 died from the effects of 
severe burns which involved the back of the trunk as well as the limbs 
and face. Of these, 3 died during the first or second week from burn 
toxemia, and as they were jaundiced before death, they probably died 
from liver deficiency. ‘The fourth died during the sixth week from 
sepsis, which the author believes was a sequel to too early bathing. 

Of the 190 cases of severe burns, 104 returned to their units, 63 
were evacuated to the United Kingdom or South Africa, 19 are still 
under treatment and 4 died. Of 322 patients with fractured jaws, 
bony union with good occlusion was obtained in 211 cases, bony 
union with defective occlusion in 17 cases, fibrous union or false joints 
in 5 cases; 39 patients were transferred before treatment was com- 
pleted, 2 died and 48 are still under treatment. In 37 of 44 cases of 
fistulae the “three-layer” principle of repair was successfully employed. 
If the fistula is from a mucosa-lined viscus to the surface, the mucosa, 
an intervening layer of connective tissue, and finally the skin, are de- 
fined and three separate layers are sutured. 16 figures. 

REFERENCES TO CURRENT ARTICLES 
Reconditioning for the War Wounded. The United States Army Service Forces’ 
Program. Augustus Thorndike (Col., M.C,, A.U.S.). Am. J. Surg., 66:302-18, 
Feb. 1945. (Reconditioning regimen for bed patients and ambulatory patients 
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as well as advanced reconditioning as prescribed by medical ofhcers and exe- 
cuted under the guidance of trained instructors. Courses have been estab- 
lished for instruction of officers and enlisted men to qualify them as physical 
and educational reconditioning instructors. A complete manual describing 
reconditioning practices and technics has been prepared.) 

The Role of the Specialist in Military Medicine. Lawrence S$. Kubie. Surg., 
Gynec. & Obst., 80:109-10, Jan. 1945. 

War Casualties from Prolonged Exposure to Wet and Cold. Russell H. Pat- 
terson (Lt. Col., M.C., A.U.S.), and Fred M. Anderson (Major, M.C., A.U.S.). 
Surg., Gynec. & Obst., 80:1-11, Jan. 1945. (Observation of 11 cases, 8 to 10 
months after injury. A type of mechanical respirator is described which im- 
proves venous and lymphatic return from the extremities and may be of value 
in early treatment. In gangrene of the extremities routine, periodic x-ray 
films and wound cultures are advised. ‘These cases do not proceed to mum- 
mified dry gangrene, amputation is indicated as soon as viable and non- 
viable tissues can be differentiated. Characteristic foot deformities are 
described.) 

Army Progress with Penicillin. L. IT. Poole (Major Gen., M.C.). Brit. J. Surg., 
$2:110-11, Suppl. to July 1944. ade-we the history of the use of penicillin 

by the British Army and methods of distribution employed, until it is now 
available for use in “the most forward surgical units.” Investigation of the 
value of penicillin for extended routine use is still being carried on.) 

‘he Handling of War Casualties. Joseph K. Narat, Chicago, Ill. Am. J. Surg., 
66:106-10, Jan. 1945. (A report based on 4 years’ experience in field clearing 
stations and mobile evacuation hospitals. Injuries of the abdomen, thigh, 
knee, gas gangrene, gangrene, cold exposure and nerve injuries are briefly 
touched upon.) 

Battle Casualties in a South Pacific Evacuation Hospital. Willis J. Potts (Lt. 
Col., M.C., A.U.S.). Ann. Surg., 120:886-90, Dec. 1944. (The great im- 
portance of careful records is emphasized as related to taking of the radial pulse, 
noting nerve injuries and tendon injuries in wounds of the upper extremities. 
Battle wounds should not be closed. Dry gauze in wounds should be used 
only when necessary to control hemorrhage. Also the importance of adequate 
immobilization, the use of padded encasements is stressed. Gauze should be 
used instead of rubber drains. Write full information on encasement re date 
of injury, draw position of fragments in fractures and indicate wound of en- 
trance and exit with a circle the size of the wound.) 

Surgery ~ Airborne Division. C. J. Longland and Lipmann Kessel. Brit. J. 
Surg., 32:275-81, Oct. 1944. (Owing to the short interval between injury and 
par at more severe cases are seen in this division. It is now possible to 
give isolated airborne troops the benefit of early wound surgery. The pe- 
culiar problems, operational methods and surgical methods employed are dis- 
cussed.) 


Problems Presented by Foreign Bodies. Howard R. Ives (Lt. j.g., M.C., 
U.S.N.R.), and W. Warren Sager (Comdr., M.C., U.S.N.R.), U. S. Naval Hos- 
pital, National Naval Medical Center, Bethesda, Md. S. Clin. North America, 
1483- 91, Dec. 1944. (Report of 5 cases showing foreign bodies in the lung, 
pelvis, and lower extremities, in all of which the wounds had healed without 
prolonged drainage and the foreign bodies had become well encapsulated.) 

Injuries of the Extremities in Amphibious Warfare. James Pierce Cole (Lt, 

M.C.-V[S.], U.S.N.R. Reps Harry Bryan Neel (Lt, M.C.-V[S.], U.S.N.R.). 

Surg., Gynec. & Obst., 79:573-83, Dec. 1944. (On a hospital ship, of 984 battle 

casualties of saiaiiien eet 638 had been wounded in the extremities; 

in 235 cases fractures as well as soft tissue injuries had occurred. In treat- 
ment arrest of hemorrhage and treatment of shock were of first importance, 
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QUARTERLY REVIEW 


followed by “conservative” débridement, saline irrigation and dressing with 
vaseline gauze. Methods of reduction of fractures were also conservative— 
ylaster immobilization with incorporated pins if indicated. ‘The mortality 
in patients surviving the first day was 0.4 per cent. Gas gangrene developed 
in | per cent with a mortality of 85 per cent.) 

Four Years of War Surgery. J. A. M. A., 126:499-500, Oct. 21, 1944. (A timely 
warning appears in this editorial against the dangers of complacency and 
wishful thinking.) 

X-Ray Diagnosis in Gunshot Wounds of the Abdominal Cavity and its Sig- 
nificance in Field Surgery. $. A. Reinberg. Brit. J. Radiol., 17:291-95, Oct. 
1944. (This report, from the Molotov Central Science Investigation Insti- 
tute of Roentgenology and Radiology in Moscow, emphasizes the need to 
bring tull radiographic facilities as near as possible to the locality whtere 
abdominal injuries are likely to be found. The interval between the time 
of injury and treatment must be reduced to a minimum. A problem of 
tactical administration depending not only on radiologist but on the whole 
system of evacuation of the wounded.) 


56. Experimental Surgery 


THE EFFECT OF SULFANILAMIDE AND SULFATHIAZOLE 
ON HUMAN TISSUE 


JosePH L. PoscH, MARK E,. Maun, MATTHEW A. PILLING 
and JoHN W. HirsHFELD 
Wayne University College of Medicine, Detroit, Mich. 
Surg., Gynec. & Obst., 80:143-47, Feb. 1945 


In experiments on human volunteers, 2 identical incisions were 
made in the paravertebral region; sterilized sulfanilamide or sulfa- 
thiazole powder (0.15 to 0.2 gm.) was placed in one incision, the other 
being used as a control; both were closed with fine silk. Both wounds 
were completely excised at intervals of 1 to 28 days and examined 
histologically. It was found that the sulfonamide powders used pro- 
duced an inflammatory reaction in the tissues in the first few days; 
but these effects were not evident in wounds 7 to 10 days old, and 
healing was prompt after this period. ‘The authors conclude that the 
employment of sulfonamides in wounds produces an inflammatory 
reaction with an initial delay in healing. ‘This effect can probably 
be minimized by use of small amounts of the sulfonamide in micro- 
crystalline form. If excessive amounts of the sulfonamide are used in 
a wound, especially sulfathiazole, large “aggregates’’ tend to form that 
are slowly absorbed; this might accentuate the inflammatory reaction. 


57. Miscellaneous 


REFERENCES TO CURRENT ARTICLES 
The Effects of Temperature on the Digestion of Collagen Sutures and Surgical 
Gut (Catgut) by Enzymes and by the Subcutaneous Tissues of the Frog. 
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Irwin W. Sizer, Massachusetts Institute of Technology, Cambridge, Mass. 
Ann. Surg., 121:231-38, Feb. 1945. (These experiments show that an im- 
portamt factor determining the rate of digestion and absorption of sutures is 
body temperature, the rate increasing with the temperature. A rise in tem- 
perature of 7 degrees might produce a doubling in the rate of destruction 
of the suture. Suture absorption in man may thus be greatly accelerated by 
postoperative fever.) 
A New Magnet for Foreign Bodies in the Food and Air Passages. Murdock 
Equen, Ponce de Leon Eye and Ear Infirmary, Atlanta, Ga. J.A.M.A,, 
127:87-88, Jan. 13, 1945. (A new instrument for removal of foreign bodies 
from the stomach and tracheobronchial tree, using the new alloy magnet 
alnico. A case is described in which a hairpin was removed from a child’s 
stomach with this instrument in 8 minutes.) 
Surgery at a Higher Altitude. Merle J. Brown (Major, M.C., A.U.S.). Am. J. 
Surg., 66:436-42, Feb. 1945. (Surgery may be performed at higher altitudes 
with equal results to surgery at lower altitudes. Wound healing and fracture 
healing are not disturbed by higher altitudes. Follow-up studies of 255 hernia 
repairs showed no recurrences and only 5 wound infections. The Station 
Hospital of Camp Hale is located at an altitude of approximately 10,000 feet. 
Choice of anesthetic agents was of great importance. By the open drop ether 
method about twice the usual amount was required at this altitude. Penicillin 
and oxygen were freely used.) 
Greater Efficiency in Steam Pressure Sterilization of Surgical Supplies. Uheodore 
E. Wade, Pueblo, Colo. Am. J. Surg., 66:98-105, Jan. 1945. {One to 4 
minutes exposure to saturated steam at a temperature of 121° C. (250° F.) 
should destroy all pathogenic bacteria. ‘Ten minutes of such exposure should 
provide a liberal margin of safety. Such exposure can be assured only by 
rapid thorough removal of air belore exposure. A method of removing air 
is discussed. | 
Measurement of Muscle Strength. Henry Milch, New York, N. Y. J. Bone & 
Joint Surg., 27:137-41, jan. 1945. (Efforts at precision measurement of muscle 
strength by comneenatade méthods are considered futile. Axial deviations may 
so modify the effective power of transplanted muscle that a quantitative 
measurement of its original position would have only historical interest and 


emphasize the narrow field of application of the usual type of muscle-strength 
determinations. ) 


Effects of Cooling on Experimentally Infected ‘Tissues. Jacques Bruneau and 
Peter Heinbecker, Department of Surgery, Washington University School 
of Medicine, St. Louis, Mo. Ann. Surg., 120:716-26, Nov. 1944. [From cool- 
ing experiments on dogs, it appears that clinical application of cold (6° C.) to 
infected tissue will have no therapeutic value in itself. Cooling tor longer 
periods of time produces marked changes in tissue hydration with marked 
vasodilatation and decrease in resistance to bacteria. This fact would contra- 
indicate, except for brief periods, the cooling of infected limbs which it is 
aimed to save by conservative measures. The effects of cooling are manifest in 
the deeper as well as in the superficial tissues of the limb of a dog with intact 
blood supply. | 
The Effect of Cooling on Wound Healing. Alfred Large and Peter Heinbecker, 
Department of Surgery, Washington University School of Medicine, St. Louis, 
Mo. Ann. Surg., 120:727-41, Nov. 1944. (Experiments on dogs showed that 
during the cooling period there is no reaction on the part of the tissues to 
injury inflicted by incision, and subsequently there is a definite lag in wound 
healing according to the duration of the cooling period. In wounds treated 
by delayed suture after cooling for 24 to 48 hours the incidence of infection 
is higher than in control incisions maintained at normal temperatures.) 
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Nerve Degeneration Following Prolonged Cooling of an Extremity. Alfred 
Large and Peter Heinbecker, Department of Surgery, Washington University 
School of Medicine, St. Louis, Mo. Ann. Surg., 120:742-49, Nov. 1944. (Im- 
mersion of a dog’s limb in water at 6° C. for 96 hours results in edema and in 
temporary depression of sensory and motor function of the exposed extremity. 
This is followed by varying degrees of degeneration of the nerves in the 
cooled area, without demonstrable histologic changes occurring in other tis- 
sues. Although direct injury from the cold may play a part, the degenerative 
‘changes are regarded as due essentially to isc hemia of the part during and 
following the cooling period.) 


Pilonidal Cysts. Laurence B. Felmus (Capt., M.C., A.U.S.), Clifford C. Woods 
(Lt. Col., M.C., A.U.S.) and David H. Sprong, Jr. (Major, M.C., A.U.S.). 
Arch. Surg., 49:316-20, Nov. 1944. (In a follow-up study of the first 100 
patients with pilonidal cysts operated on at the Oliver General Hospital, it 
was found that about 5 per cent had to be rehospitalized. The authors are 
of the opinion that regardless of the exact method employed for surgical 
removal of pilonidal cyst, successful treatment is primarily a problem of 
wound healing. Avoidance of bacterial contamination is important but the 
ideal agent for combating infection in these cases has not yet been found.) 

Impending Death Deserves Priority. Editorial, Paluel J. Flagg. Am. J. Surg., 
66:287-89, Dec. 1944. (Emphasizes the importance of the immediate treat- 
ment of asphyxia. ‘The general practitioner, the hospital staff and first aid 
squads should be prepared to deal with asphyxia and be fully instructed in 
modern methods of treatment.) 


Special Problems of Poor Surgical Risks, Especially Age. Wm. B. Kountz, St. 
Louis. J. Missouri M. A., 41:200-202, Oct. 1944. (The same complications 
of surgery are to be expected in the aged as in younger subjects, only of more 
severe degree. ‘The aged require more exacting preoperative study and anes- 
thetics with minimal risk of producing visceral changes. Greater gentleness 
must be used in handling the tissues with strict postoperative procedure 
planned not to overburden the vascular system and to prevent dehydration.) 

The Obligations of an Internist to a General Surgeon. T. Findley, New Or- 
leans, La. Surgery, 16:567-68, Oct. 1944. (This editorial views an internist as 
one who, powerless to suggest an alternative procedure, regards every opera- 
tion’ as an exercise in violent therapeutics and a confession of failure to cure.) 








ALBRIGHT’S SYNDROME 
Albright’s syndrome, report of a case asso 


ciated with multiple pathologic frac- 

tures, disseminated fibrous dysplasia of 

bone, precocious puberty and multiple 

pigmented nevi, 497 

LATIONS—See 

tion, 

practical considerations in definitive ampu- 
tation surgery, 509 

refrigeration in clinical surgery, 510 


ANESTHESIA 
nerve block: 
—use of splanchnic block for operations on 
the upper abdomen, 424 
spinal; 
—continuous spinal anesthesia, observations 
on 1,200 patients, 349 


ANEURYSM 


aortic—NSee 


AORTA 
aneurysm: 
aortectomy for 


APPENDICITIS 
diagnosis : 
sensation of gas stoppage during the onset 
of acute appendicitis with illustrative 
cases, 440 
surgical treatment: 
appendicitis and the 
141 
ARM 
fractures: 
-treatment of fractures of 
the forearm, 479 


ARTHRITIS 
-osteotomy of the spine for 
flexion deformities — in 
arthritis, 379 


AR THROTOMY—See 


AMPI also Fingers, amputa- 


Aorta, aneurysm. 


thoracic aneurysm, 46% 


sulfonamide drugs, 


both bones of 


correction of 
rheumatoid 


Knee Joint. 


BILE DUCTS 
—use of an identifying “I tube in the com 
mon bile duct in gastric resection for 
duodenal ulcer adherent to the bile 
ducts, 432 
BONE 
growth: 
retardation of bone growth by a_ wire 
loop, 497 
BONE GRAFTS 
—localized fibrocystic disease of the femur, 


a report of three patients treated by 
curettage and bone graft, 499 
rapid repair of defect of femur by massive 
bone grafts after resection for tumors, 
195 
BONE PLATES 
—technic of plating long bone fractures, 481 


*References to Current Articles are not 


SUBJECT INDEX * 


included in 


BONE SCREWS 
—fixation of fractures of the 


femut 
and hip with threaded, hexagon-headed 
stainless-steel screws of fixed length, 484 


uppel 


BRAIN 

abscess: 

~etiology of cerebral abscess as a complica- 
tion of thoracic disease, 373 

injuries: 

—compound craniocerebral injuries, 376 

—craniocerebral war wounds, observations on 
delayed treatment, 365 

—disabilities arising from closed head injury, 
375 

—penicillin in head and spinal wounds, 367 

surgery: 

—psychosurgery, an evaluation of two hun 
dred cases over seven years, 376 

tumors: 

—intracranial fibrosarcomas of the dura 
mater in childhood, pathological char 
acteristics and surgical management, 372 

BURNS 

—healing of surface cutaneous wounds, its 
analogy with the healing of superficial 
burns, 515 

treatment: 

—further studies on preparation and use of 
sulfathiazole ointment in the 
of burns, 512 

CARPAL BONES—See 
CAUSALGIA 

—causalgia, a preliminary report of nine 

cases successfully treated by surgical and 


chemical interruption of the 
thetic pathways, 385 
CEREBRAL ABSCESS—See 
CHEMOTHERAPY —See 
CHEST—See Thorax. 
CHILDREN 
brain tumors in: 
—intracranial fibrosarcomas of the dura 
mater in childhood, pathological char- 
acteristics and surgical management, 372 
fractures in: 
—fractures of the elbow joint in children, 480 


CLOSTRIDIU M—See Gas Gangrene 
COLON 
surgery—See also Megacolon. 
—benign surgical lesions of the right colon, 
145 
CONVALESCENCE—See Postoperative Therapy 
CUTIS GRAFTS 
—additional report on some of the uses of 


cutis graft material in reparative sur 
gery, 358 


DERMATOMES—See Skin Grafts. 


treatment 


Wrist 


syinpa 


Brain, abscess. 


Sulfonamides 


. 


this index; they will be found listed 


under the appropriate classification, as outlined on page ii. 
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DIABETES MELLITUS 
—surgical treatment of hyperthyroidism in 
diabetes. 399 


DICUMAROI 
—use of dicumarol in the prevention of post- 
operative thrombosis and embolism with 
special reference to dosage and safe ad- 
ministration, 353 


DUODENUM 

ulcer: 

—use of an identifying “I” tube in the com- 
mon bile duct in gastric resection for 
duodenal ulcer adherent to the bile 
ducts, 432 


DURA MATER—See Brain. 
ELBOW JOINT 


fractures 
—fractures of the elbow in children, 480 


EMBOLISM 

pulmonan : 

problem of thrombo-embolism, 355 

—surgical treatment of thrombo-embolism, 
161 

—use of dicumarol in the prevention of 
postoperative thrombosis and embolism 
with special reference to dosage and safe 
administration, 353 

EPIPHYSIS 

femoral : 

—aseptic necrosis of the capital femoral epi- 
physis following adolescent epiphyseol- 
ysis, 40% 

—slipping of the femoral epiphysis, diagnos- 
tic and therapeutic consideration, 492 

FSOPHAGUS 
cancer: 
transthoracic esophagogastrostomy for car- 
cinoma of the middle third of the eso- 
phagus. report of a successful resection, 
121 
EXOPH I HALMOS 

—role of exophthalmos in the diagnosis and 
treatment of Graves’ disease, report of 
cases. 400 

EXUDATES 

—studies in surgical conditions, a prelim- 
inary study of the nitrogen loss in exu- 
dates in surgical conditions, 352 

FEMUR—See also Epiphysis, femoral. 
fibrocystic disease: 

—localized fibrocystic disease of the femur, a 
report of three patients treated by curet- 
tage and bone graft, 499 

fractures: 

—fixation of fractures of the upper femur 
and hip with threaded, hexagon-headed 
stainless-steel screws of fixed length, 484 

tumors: 

—rapid repair of defect of femur by massive 
bone grafts after resection for tumors, 
195 

FIBRIN 

—fibrin foam. as a hemostatic agent in re- 

habilitation neurosurgery, 367 


FINGERS 


amputation ; 
—treatment of tendons in finger amputations 
and description of a new instrument, 509 


FISTULAS 
—gastric resection in the treatment of gastro- 
jejuno-colic fistula, report of 3 cases, 437 
FLAPS 
—choice of pedicle flaps for plastic and re- 
constructive surgery, 394 
—color matching of skin grafts and flaps with 
permanent pigment injection, 395 
FOREARM 


fractures—See Arm, fractures. 


FRACTURES—See also Arm, fractures; Elbow 
Joint, fractures; Hip Joint, fractures; 
Leg, fractures; Pelvis, fractures; and 
under names of individual bones. 
—external fixation of fractures, an analysis 
of eighty cases, 488 
—some remarks on three common fractures, 
fractures of the carpal scaphoid, frac- 
tures of the head of the radius, fractures 
of the medial malleolus, 486 
—technic of plating long bone fractures, 481 
GANGRENE—See Gas Gangrene. 
GAS GANGRENE 
—treatment of clostridial infections with 
penicillin, 359 
GASTRECTOMY 
—gastric resection in the treatment of gastro- 
jejuno-colic fistula, report of 3 cases, 437 
—use of an identifying ““T”’ tube in the com- 
mon bile duct in gastric resection for 
duodenal ulcer adherent to the bile 
ducts, 432 


GASTROSTOMY 
—valvular gastrostomy, 432 
GRAFTS—See Bone Grafts; Cutis Grafts; 
Nerve Grafts; Skin Grafts. 
GRAMICIDIN 
—gramicidin S and its use in the treatment 
of infected wounds, 524 
GRAVES’ DISEASE—See Hyperthyroidism. 
HAND 


surgery : 

—skin graft of dorsum of hand, use of large 
size dermatome to otain one-piece 
pattern, 395 

HARELIP 

—simplified design for repair of single cleft 

lips, 390 
HEAD 

injuries: 

—closure of defects of the skull with tan- 
talum, 369 

—compound craniocerebral injuries, 376 

—craniocerebral war wounds, observations on 
delayed treatment, 365 

—disability arising from closed head injury, 
375 

—penicillin in head and spinal wounds, 367 

—technique of tantalum plating of skull 
defects, 370 

HEAR] 
injuries: 
—wounds of the heart, 419 


HEMOTHORAX~—See Thorax, injuries. 
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HIP JOINI 
dislocations: 
causes of failure in the treatment of con 
genital dislocation of the hip, 493 
fractures: 
fixation of fractures of the upper femu 
and hip with threaded, hexagon-headed 
stainless-steel screws of fixed length, 484 


HUMERUS 

fractures: 

fractures at the upper end of the 
humerus, a .classification based on the 
etiology of the trauma, 478 

transcondylar fractures of the humerus 
treated by Dunlop traction, report of 
twenty-one cases, 482 


HYPERTENSION 
surgical treatment: 
surgical treatment of hypertension, 388 


HYPERTHYROIDISM 

role of exophthalmos in the diagnosis and 
treatment of Graves’ disease, report of 
cases, 400 

surgical treatment of hyperthyroidism in 
diabetes, 399 

treatment of hyperthyroidism 
uracil, 399 


ILEITIS 
appraisal of the results of surgery in treat- 
ment of regional ileitis, 444 


INTESTINES 
anastomosis: 
healing of intestinal anastomoses, 429 
diverticula—See Meckel’s Diverticulum. 
JEJUNUM 
fistulas: 
—gastric resection in the treatment of gastro 
jejuno-colic fistula, report of 3 cases, 437 


KIRSCHNER WIRE 
-beaded wires in 
the leg, 476 


KNEE JOINI 
internal derangements; 

diagnosis and treatment of 
rangements of the knee, 501 

internal deyangements and fractures involy 
ing the knee, results of one hundred and 
fifty consecutive arthrotomies performed 
at a station hospital, 503 


with thio 


treatment of fractures of 


internal de 


LEG 
growth 
174 
muscle hernias of the leg, review of litera 

ture and report of twelve cases, 47! 

\ fractures: 

beaded wires in 
the leg, 476 


arrest for equalizing leg lengths, 


treatment of fractures of 


LIP—See Harelip. 
LUNGS 


cancer: 

—present status of the surgical treatment of 
primary carcinoma of the lung, 416 

hydatid cyst: 

hydatid cysts of the lung, 414 

surgery : 

-prognosis after successful pneumonectomy, 
115 


—pulmonary resection in the 
pulmonary tuberculosis, 411 
—total and partial pneumonectomy in the 
treatment of pulmonary tuberculosis, 411 


MALLEOLUS 
fractures; 
—some remarks on three common fractures, 
fractures of the medial malleolus, 486 


MECKEL’S DIVER TICULUM 
—Meckel’s diverticulum, dyspepsia Meckeli 
from heterotopic gastric mucosa, 438 


MEGACOLON 
—surgery in obstinate megacolon, radical one- 
stage resection and 
148 
MUSCLES 
herniation: 
—muscle hernias of the lower leg, review of 
literature and report of twelve cases, 473 


treatinent of 


ileosigmoidostomy, 


NERVE BLOCK—See Anesthesia, nerve block. 
sympathetic—See Sympathetic Nervous 
System. 

NERVE GRAFTS 

—nerve grafts, the importance of an ade- 


quate blood supply, 366 
NERVES 
injuries: 
— ischaemic nerve lesions occurring in Volk 
mann’s contracture, 386 
surgery—See Nerve Grafts; Neurosurgery. 
NEUROSURGERY 
—fibrin foam as a 
habilitation 


NETROGEN 
-studies on surgical convalescence, a prelim- 
inary study of the nitrogen loss in exu 
dates in surgical conditions, 352 


NOSE 
surgery ; 
—plastic surgery in reconstructing the par- 
tially absent nose, an original technique, 
396 
NUCLEUS PULPOSUS 
—role of the nucleus pulposus in the patho 
genesis of so-call “recoil” injuries of the 
spinal cord, 381 
PEDICLE FLAPS—See Flaps. 


PELVIS 
fractures: 
—treatment for 

pelvis, 485 

PENICILLIN 

treatment of clostridial 
penicillin, 359 

local use: 

—application of penicillin to wat 
523 

-penicillin in head and spinal wounds, 367 

—penicillin in the treatment of war wounds 
of the chest, 408 

-treatment of flesh wounds by early sec- 
ondary suture and penicillin, 522 


hemostatic agent in re- 
neurosurgery, 367 


displaced fractures of the 


with 


Infection 


wounds, 


PHLEBOTHROMBOSIS 
-proximal ligation and thrombectomy fot 
phlebothrombosis of the 
iliac veins, 467 
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PNEUMONECTOMY-—See Lungs, surgery. 
POSTOPERATIVE THERAPY—See also Em- 


bolism; Thrombosis. 

—studies in surgical convalescence, a prelim- 
inary study of the nitrogen loss in exu- 
dates in surgical conditions, 352 


PSYCHOSU RGERY—See Brain, surgery. 
RADIUS 


fractures; 

—modified treatment for fracture of the head 
of the radius, 483 

—some remarks on three common fractures, 
fractures of the head of the radius, 486 


REFRIGERATION 
—refrigeration in clinical surgery, 510 


SKIN GRAFTS 

—color matching of skin grafts and flaps 
with permanent pigment injection, 395 

—resplitting split-thickness grafts with the 
dermatome, a method for increasing the 
yield of limited donor sites, 392 

—skin graft of dorsum of hand, use of large 
size dermatome to obtain one-piece pat- 
tern, 395 

—skin grafting and secondary closure of wai 
wounds, a preliminary report, 521 


SKULL—See Head. 
SPINAL CORD 


injuries 

—role of the nucleus pulposus in the patho- 
genesis of so-called “recoil” injuries of 
the spinal cord, 381 

SPINE 

injuries 

—penicillin in head and spinal wounds, 367 

surgery) 

—osteotomy of the spine for correction of 
flexion deformity in rheumatoid arthri- 
tis, 379 


STOMACH 


surgery—See Gastrectomy; Gastrostomy. 
SULFANILAMIDE—See Sulfonamides. 
SULFATHIAZOLE—See Sulfonamides. 
SULFONAMIDES 


local use 

-appendicitis and the sulfonamide drugs, 
44) 

—eflect of sulfanilamide and sulfathiazole 
on human tissue, 529 

—further studies on the preparation and use 
of sulfathiazole ointment in the treat- 
ment of burns, 512 

—intraperitoneal chemotherapy, 430 

SYMPATHETIC NERVOUS SYSTEM 

—causalgia. a preliminary report of nine 
cases successfully treated by surgical and 
chemical interruption of the sympa- 
thetic pathways, 385 

surgery 

—surgical treatment of hypertension, 388 

SYLNASOI 

—modern treatment of varicose veins with 
special reference to the use of sylnasol 
as a sclerosing agent, 471 


“T” TUBE—See Bile Ducts. 


PANTALUM 
—closure of defects of the skull with tan- 
talum, 369 
—technique of tantalum plating of skull 
defects, 370 


HIOURACIL 
—treatment of hyperthyroidism with  thio- 
uracil, 399 


PFHORAX 

diseases : 

—etiology of cerebral abscess as a complica- 
tion of thoracic disease, 373 

injuries ; 

—penicillin in the weatment of war wounds 
of the chest, 408 

—recent observations concerning the treat- 
ment of chest wounds, 406 

—thoracic injuries, 403 

—traumatic hemothorax, decortication in the 
treatment of the chronic uninfected 
type, 407 

—wounds of the chest in Pacific jungle war- 
fare, a review of thirty-two cases, 405 

HROMBOSIS—See also Phlebothrombosis, 

—etiology and prevention of thrombosis of 
the deep leg veins, a study of 100 cases, 
165 

—problem of thrombo-embolism, 355 

—use of dicumarol in the prevention of post- 
operative thrombosis and embolism with 
special reference to dosage and safe ad- 
ministration, 353 

treatment: 

—surgical therapy of thrombosis of the deep 
veins of the lower extremity, 466 

—surgical treatment of thrombo-embolism, 
161 

FHYROID—See Hyperthyroidism. 


UBERCULOSIS 
pulmonary: 
—pulmonary resection in the treatment of 
pulmonary tuberculosis, 411 
—total and partial pneumonectomy in the 
treatment of pulmonary tuberculosis, 411 
—treatment of insufflated cavities, 413 
UTERUS 
prolapse : 
—surgical treatment of prolapse of the 
uterus, 458 
VARICOSITIES—See Veins, varicose. 


VEINS—See also Phlebothrombosis; Throm- 
bosis. 


varicose: 

—extensive varicosities of the leg originating 
from the gluteal veins, report of a case, 
169 

—modern treatment of varicose veins, with 
special reference to the use of sylnasol 
as a sclerosing agent, 471 

—radical operation for varicose veins, 470 

—varicose veins, anatomic findings and an 
operative procedure based upon them, 
168 

VOLKMANN’S CONTRACTURE 

—ischaemic nerve lesions occurring in Volk- 

mann’s contracture, 386 
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WAR SURGERY 
—application of penicillin to war wounds, 
525 
—craniocerebral war wounds, observations on 
delayed treatment, 365 
-penicillin in the treatment of war wounds 
of the chest, 408 
skin grafting and secondary ¢losure of wat 
wounds, a preliminary report, 521 
some experience of reparative surgery in 
the Middle East with a short review of 
1.200 cases treated during the last two 
vears, 527 
wounds of the chest in Pacific jungle war- 
fare, a review of thirty-two cases, 405 


WOUNDS 
healing : 
-healing of surface cutaneous wounds, its 


analogy with the healing of superficial 
burns, 515 
secondary suture: 

—secondary suture of war wounds, a clinical 
study of 305 secondary closures, 520 
—skin grafting and secondary closure of war 
wounds, a preliminary report, 521 
—treatment of flesh wounds by early sec- 

ondary suture and penicillin, 522 
treatment: 
—application of penicillin to war wounds, 523 
—gramicidin S$ and its use in the treatment 
of infected wounds, 524 


WRIST 
fractures; 
—some remarks on three common fractures, 
fractures of the carpal s« aphoid, 486 
injuries: 
—injuries of the carpal bones, 504 
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